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ABSTRACT 
Cutaneous disease is thought to account for 10 -15% of patient consultations with 
general practitioners, but relatively little is known about the demography of 
dermatological conditions in primary care. The primary care study aims were to 
assess the proportion and diagnostic profile of dermatological conditions seen in 
primary care in the southeast of Scotland, and to draw comparisons with secondary 
dermatological care. General practitioners in 13 general practices serving a 
population of approximately 104,621 were asked to note all skin -related 
consultations during a two -week period. The case notes of these patients were 
reviewed, and diagnosis and treatment was recorded. Patients who had consulted for 
the same skin disorder on >/ =3 occasions during the previous year were invited for 
assessment by a consultant dermatologist. Where possible, the case notes from 10% 
of all consultations during the two -week study period were examined to assess 
accuracy of recording. The percentage of consultations relating to cutaneous 
disorders varied between practices, ranging from 3% to 18.8 %, with a mean of 8.4 %. 
Eczema accounted for 22.5 %, infections 20.3 %, and benign tumours for 11.4% of 
consultations with a dermatological basis. In contrast, in secondary care, benign 
tumours accounted for 23.8 %, malignant tumours 16.4% and eczema 16.3% of 
dermatological consultations. Dermatological disorders make up a significant 
proportion of general practitioners workload. The diagnostic profile of primary -care 
dermatology differs markedly from that of hospital practice. General practitioners 
may benefit from training specifically tailored to the common primary -care 
dermatological conditions. 
In order to plan appropriate delivery of dermatology services we need to periodically 
assess the type of work we undertake in secondary care and to examine changing 
trends in the numbers and type of referrals and the workload these referrals generate. 
The secondary care study aims were to quantify outpatient workload in hospital - 
based and private practice; to assess reasons for referral to secondary care and to 
examine the changes over 25 years in the diagnostic spectrum of conditions referred. 
During November 2005, all outpatient dermatological consultations in the south -east 
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of Scotland were recorded. Demographic data, source of and reason for referral, 
diagnoses, investigations performed, treatment administered and disposal were 
recorded, and comparisons made with four previous studies. During the 1 -month 
study, attendances were recorded for 2118 new and 2796 review patients (new/ 
review 1:1.3, female / male 1.3:1, age range 0 -106 years). Eighty -nine per cent of 
new referrals came from primary care and 11% from secondary care. Fifty -seven per 
cent of referrals were for diagnosis and 38% for management advice. Benign 
tumours accounted for 33.4 %, malignant tumours 11.6 %, eczema 16% and psoriasis 
7.4% of new cases. For return patients, 20% had skin cancer, 16.5% eczema, 13.4% 
psoriasis and 9% acne. The referral rate has risen over 25 years from 12.6 per 1000 
population in 1980 to 21 per 1000 in 2005, with secondary care referrals increasing 
from 61 in Nov 1980 to 230 in November 2005. Attendances for benign and 
malignant skin tumours have increased six -fold since 1980. Patients with eczema and 
psoriasis account for one third of clinic visits. New referrals have risen by 67 %, with 
those from other specialities almost quadrupling since 1980 to 11% of the total in 
2005. 
The following chapter examined the dermatological training received by local 
general practitioners. There is an absence of compulsory vocational training in 
dermatology for general practitioners and the core medical curriculum in some UK 
universities is lacking in adequate dermatology training. An anonymous postal 
questionnaire was circulated to 583 Lothian GPs, with a response rate of 67 %. A 
qualitative approach was used to detail GPs' experience of dermatology training in 
the locality both at undergraduate and postgraduate levels, and a quantitative 
approach to determine: (i) how important doctors consider postgraduate training in 
dermatology relative to training in other specialities, some of which are compulsory 
during their vocational training; (ii) what factors prevent doctors from pursuing post- 
graduate training in dermatology; (iii) how do GPs perceptions of the importance of 
dermatology training relate to their basic characteristics (type of GP, length of 
experience as a GP and gender): and (iv) how do GPs experience of their own 
competence in managing dermatology conditions relate to the length and type of 
training they have received. From all of these questions, an attempt was made to 
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make some recommendations regarding the future of dermatology training for 
general practitioners. 
In total, 71% concluded that dermatology was not only an essential part of the 
medical core curriculum but should also be taught at postgraduate level. Most GPs 
concluded that dermatology training at postgraduate level was very important 
(40.3 %) or important (56.6 %), and 79.5% suggested that clinical training during ST 
years followed by regular (e.g. 5- yearly) updates would be optimum. GPs rate 
dermatology on a par with other specialities that are compulsory attachments for 
their vocational training. No statistical reason for failure to pursue postgraduate 
training was isolated. GPs' perception of the importance of dermatology was not 
significantly predicted by their individual characteristics. Receiving postgraduate 
training in dermatology was positively associated with doctors' perceptions of their 
own competence at managing skin conditions. Men felt more competent than 
women. 
Dermatology should remain an essential part of the undergraduate medical 
curriculum it should be encouraged as a useful clinical attachment during GP 
vocational training. Good clinical teaching ran perhaps jointly by a dermatologist and 
general practitioner should be our aspiration. 
14 
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CHAPTER 1: GENERAL INTRODUCTION 
During the past twenty years, pressures on dermatology services have increased 
across the UK with consequential increases in waiting times. 
In the South East of Scotland, dermatology referrals continue to rise and we recorded 
a steady rise of 3% per annum between 1980 and 2000 in referrals to our department 
and an increase in routine out- patient waiting times between 5 and 8 fold This 
increase in demand for dermatology services may be attributed to a number of 
factors. The ageing population has contributed to a doubling over twenty years in 
cases of non -melanoma skin cancer '. There has been a 100% increase in cases of 
malignant melanoma in Scotland since 1980 An ageing population also leads to 
greater numbers of age -related dermatoses, such as pemphigoid, and varicose eczema 
Increased media publicity has heightened public awareness and contributed to a 
doubling of referrals in order to exclude possible skin cancer . The availability of 
hospital -only treatments such as phototherapy and systemic retinoids for psoriasis 
and acne and more recently biological therapies have also contributed to an increase 
in referral rates. We have also witnessed a doubling of referrals from hospital 
colleagues '. Demands on primary care physicians have also increased with fewer 
hospital beds, early transfer of patients back from secondary care and increasing 
bureaucratic demands ' ' '. Modernising medical careers has resulted in training for 
GPs where the emphasis has been on more competency -based training than time - 
based training which in practice may mean that GPs have had less exposure to 
dermatology ' `'. In the past, it was possible to advertise stand -alone posts for 6 
months in dermatology. Most of these doctors were GP trainees who then used their 
skills when they entered general practice. With the new run -through system, these 
posts no longer exist. A change to the undergraduate medical curriculum in 1993 has 
impacted on the amount of dermatology to which medical students are exposed 
All these changes at undergraduate and postgraduate levels have the potential to 
further reduce exposure to dermatology teaching and training opportunities. Changes 
in the GP contract reward GPs financially for the treatment of other chronic diseases. 
Treatment of dermatology patients in Primary Care at present does not attract a tariff 
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so there is little incentive to manage these patients There has also been an 
increase in patient pressure for removal of benign cosmetic lesions. The formulation 
of the CCI guidelines was an attempt to limit referral to secondary care of patients 
seeking treatment for cosmetic lesions. It is not clear whether these guidelines have 
reduced referral rates. One issue may be that the surgical skills necessary for 
managing these patients in primary care are not present and so the general 
practitioner is left in a difficult position. Is there a strategy for addressing this 
increasing demand? 
Expansion in consultant numbers has occurred but that has not yet solved the 
problem especially in the UK where 10% of consultant posts remain unfilled 
Specialist registrars are seeing smaller numbers of patients nowadays than in the 
past, as there is greater emphasis on formal training rotations Extra funding has 
been ring fenced to reduce waiting lists and many departments are facing evening 
and weekend clinics to try to manage waiting lists. 
Models of dermatological care in USA and Europe use an office -based as well as 
hospital -based dermatology care service where primary dermatology care is in fact 
provided by fully- trained dermatologists who refer more complex cases to their 
hospital -based colleagues. 
How to best deliver dermatological care is a politically sensitive issue at present. 
However, we currently lack the fundamental data from which to base such decisions. 
There is an urgent need to assess what range of dermatological conditions GPs are 
actually seeing in their surgeries, how, where and by whom these conditions are dealt 
with, and what and why are they referring on to their colleagues in hospital -based 
dermatology departments. This study aims to examine patients presenting to general 
practices during a two -week period with a dermatological complaint. The referrals 
made to secondary care in the month of November 2005 are then recorded and the 
reasons for and outcome of these referrals. We have also documented general 
practitioner training and exposure to dermatology. 
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CHAPTER 2: THE PROFILE OF DERMATOLOGY IN PRIMARY CARE 
2:1 INTRODUCTION 
Burden of Dermatology in the Community 
Cutaneous disease is commonly encountered in primary care with quoted figures of 
10 -15% of total caseload Seventy five percent of these skin problems are 
managed exclusively in primary care The impact of skin diseases on the quality 
of life of patients seen in primary care is comparable with that of patients seen in 
secondary care However there is very little information published about the 
spectrum of dermatological diagnoses seen in the community compared to that 
observed in hospital practice. The Lambeth study from 1976 is the only general 
adult population study, that has been carried out in the UK to assess dermatological 
disease in the community. 22 -25% was the overall prevalence in the community of 
skin disease thought to justify medical care, and yet only one fifth of this group had 
sought medical advice. Similar results were observed in a population survey in the 
USA in 1979'2''. Awadalla et al analysed the National Ambulatory Medical Care 
Survey data from 2002 to 2005 for dermatological diagnoses and most common 
prescriptions. Skin conditions in this study accounted for 8% of all visits to the 
family physicians in 2002 -2005. The five most common skin disorders diagnosed 
were dermatitis, pyoderma, tinea, benign neoplasms, and candida. The top 20% of 
diagnoses accounted for 70% of the visits. The three most commonly prescribed 
medication classes for skin problems from 2002 -2005 were antihistamines, topical 
anti -infectives, and corticosteroids. Fien et al ' over 12 days in May 2004 to June 
2004 noted that 21% of patients seen had at least one skin problem, which was the 
chief complaint 72.2% of the time. 
Two studies from the UK have documented the range of dermatological conditions 
presenting to the primary care physician and the referral rates to secondary care. In 
1984, Steele ' ' recorded the spectrum of dermatological cases seen in his general 
practice over a period of eight weeks. He found that 8.2% of patients seen during the 
study period had problems of a dermatological nature. The diagnostic breakdown 
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was unusual in that skin tumours, both benign and malignant were not reported, this 
may have been due to coding issues and also this study predated the publicity 
campaigns on early detection of skin cancers. He referred 6.5% of the patients he 
saw to a dermatology consultant. However he comments that this would have 
increased to 22% had he not had access to facilities for cryotherapy and other minor 
skin surgery. Another general practitioner from a semi -rural practice, who worked 
also as a hospital practitioner in dermatology, charted all the dermatology cases she 
encountered over a 5- year period ' The proportion of her caseload comprising 
dermatological problems rose from 16% in 1989 to 37% in 1994. However, the rising 
workload might suggest selection bias with possible practice referrals based on her 
interest in dermatology. Her referral rate of dermatological patients to secondary care 
was 1% of her total case load. 
Other studies have looked at the secondary care dermatological workload. In a UK 
study of new referrals from GPs to a dermatology department over a 6 -month 
period, it was noted that 21% of patients attended hospital on only one occasion and 
their management required no specialized diagnostic or therapeutic procedures. 
Eleven per cent of referrals were for minor surgical procedures such as curettage, 
shave biopsy, or cryotherapy. It was suggested that referral of such cases would 
become unnecessary if appropriate facilities were available in the community. The 
conclusions thus were that there is potential for managing up to one third of current 
dermatological referrals by improving education of GPs and providing appropriate 
facilities within the community. However, over two- thirds of patients require 
hospital facilities, a finding of considerable relevance to the future location of 
dermatological services. 
An example of how successful primary care education can be is illustrated by the 
experience in Lothian. There was a concerted campaign from 1980 onwards to train 
both general practitioners and practice nurses in cryotherapy. This resulted in a 
dramatic reduction in the numbers of referrals of patients with viral warts to our 
department with a reduction from 16% to 2% of new cases seen `3 "'. 
20 
A USA study looked at presentation rates for various age groups and conditions 
to office -based dermatologists. Male patients made up half or more of all visits in 
only two diagnostic categories skin infections and malignancies (50% and 53 %, 
respectively). Male patients made up no more than 40% of visits for all other 
dermatological diagnoses. The relative frequency of inflammatory skin conditions 
and diagnoses such as corns, callosities, ichthyoses, seborrhoeic keratoses, and 
diseases of the nails and hair increased with age. Almost one third (31%) of all visits 
by patients 65 years of age and older were for these conditions, compared with only 
8% of patients less than 45 years old and 25% of those 45 to 64 years of age. 
The New GP Contract 
The new GP contract came into effect on 1 April 2004 and was designed to bring 
about a range of improvements in primary care in providing demonstrable benefits to 
general practitioners, to other healthcare professionals, to the health service in 
general and most importantly to patients. Although there are subtle differences in the 
contract between England, Scotland Wales and N.I. these minor differences would 
not have any significant impact on the delivery of care to dermatology patients. 
There is anticipated to be improved access to services by local people through Health 
and Social Services Boards commissioning and enhanced services to encourage the 
development of a wider range of services closer to home. It is hoped that there will 
be better management of chronic diseases through a new framework which will 
provide significant rewards to practices to recognise improvements in clinical 
standards A significant proportion of the new money tied to the contract is available 
to reward practices for providing higher quality services. The clinical areas targeted 
are stroke or transient ischaemic attacks, hypertension, diabetes, chronic obstructive 
pulmonary disease, epilepsy, hypothyroidism, cancer, mental health and asthma. 
Dermatological conditions are not yet recognised as an area that should be targeted 
and thus may lead to less importance being attached to dermatological conditions in 
the community. Practices are expected to provide additional services, covering 
cervical screening, contraceptive services, vaccination and immunisation, child 
health surveillance, maternity services (including intra -partum care) and some minor 
surgery procedures although there is no necessity for them to do so. Health and 
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Social Services Boards must also commission a range of Directed Enhanced Services 
to provide among other recommendations minor surgery. All enhanced services may 
be commissioned from GP practices or from elsewhere and a practice will not have 
to provide any of the enhanced services unless it wishes to do so. The cost 
effectiveness of many of the services, which GPs are now required to provide, is 
unproven. It is possible that GPs are being induced to practice inefficiently. There is 
no financial incentive for GPs to better manage their dermatological patients and as 
minor surgery is now an enhanced service, there is no necessity for a general practice 
to offer a minor surgery service unless it particularly wants to do so. There is also a 
paucity of local minor surgical training courses for general practitioners which 
results in general practitioners not having the opportunity to keep their skills up to 
date. The contract also introduced a Quality and Outcomes framework (QuOF) with 
activity targets for a range of chronic conditions such as asthma, diabetes, 
hypertension (Department of Health 2003a)'','. The framework does not include any 
targets that relate to skin disease although the SCC and APPGS are lobbying for their 
inclusion. 
There are differences between England and the rest of the UK in the delivery of 
secondary care services which has undoubtedly impacted on the experience of our 
patients. Since 1997 the redesign of dermatology services in England has, to a large 
extent, been influenced by central government policy. Such direction is not 
necessarily based on evidence of effectiveness. Policy decisions are often 
implemented without formal evaluation. These issues are less relevant in other parts 
of the UK, where the model of contestability and the market place has not been 
established and the health care systems are slightly different`'''. Services in England 
need to be designed to meet the nationally published access times for time from 
referral to first definitive treatment, and for the diagnosis and management of skin 
cancer. These targets are not all applicable to Scotland at present. Waiting times for 
specialist dermatology services have fallen dramatically over the last ten years and 
centrally imposed Department of Health targets in England for access to care appear 
to being met; however evidence suggests that as waiting times for specialist care 
reduce, referral rates increase. Despite national stakeholder consensus views about 
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good models of care, which are based on the available evidence, it is not clear in 
England whether it will be possible to design and implement financially stable and 
viable services for people with skin disease, Most of the uncertainty relates to 
whether the widely published national guidance, which stresses the importance of 
integrated services across health communities, can be implemented within the new 
NHS market place. Whilst it is hoped that the development of Payment by results 
(PBR), Foundation hospitals, patient choice and competition between providers 
(contestability) will provide opportunities for clinicians to provide different, new or 
additional services, there are documented concerns about whether such ideals will be 
possible (Department of Health 2007b)' 
Other parts of the UK have rejected, to date the models of contestability and choice 
to drive health service improvement that have been implemented in England In 
Scotland, in particular there is very limited involvement of the private sector, and 
patients have free social care. However waiting times remain long. The emphasis is 
increasingly on abolishing the purchaser /provider divide, with integration of the 
health care system. There is a reliance on professionals to deliver policy changes and, 
it is said, the "politics value professionalism, as well as the professionals" ". 
In Wales, where prescription charges have been abolished, there has been more 
innovation around public health because of good links between NHS and local 
government. There has been much less emphasis on reducing waiting times and these 
remain a problem. 
Progress in Northern Ireland has been slow because of the political difficulties in the 
establishment of the Northern Ireland Assembly. There is now, however a move 
towards reconfiguration of hospital Trusts and a move to develop commissioning 
models, but the future direction of change is not yet clear. 
Treatment modalities employed by general practitioners 
There is some evidence to suggest that non -dermatologists are more likely to use a 
more expensive, less effective treatment regimens than dermatologists, suggesting 
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that dermatologists are more cost -effective than non -dermatologists in the treatment 
of common skin disorders ` -"'.We may expect that one outcome of reduced 
diagnostic accuracy in the assessment of skin disease would be the increased use of 
combination anti -infective /anti- inflammatory products. Such combination therapy is 
available to treat cutaneous fungal disease. These products are less effective as anti - 
fungal agents but do provide anti -inflammatory activity for treating inflammatory 
dermatoses. Non -dermatologists prescribe more combination corticosteroid /anti - 
infective products for all skin diseases than dermatologists do ' `''. These observed 
differences could of course be explained by differences in the conditions that are 
seen and treated by physicians of different specialties. Other possible explanations 
are that non -dermatologists are treating conditions without making a specific 
diagnosis or may be less familiar with studies detailing cutaneous therapeutic 
efficacies 
2:2 AIMS 
The aims of the primary care study were 
(1) To assess the burden of dermatological disease in primary care in Edinburgh and 
the Lothian Region by calculating the proportion of GP consultations involving a 
dermatological problem during a two -week period. 
(2) To record the diagnostic profile of dermatological conditions in primary care. 
(3) To record details of patients who presented with the same skin complaint on 3 or 
more occasions during the previous year for verification of diagnosis by a consultant 
dermatologist and assessment of whether additional primary care treatment was 
possible or if referral to secondary care was appropriate. 
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2:3 METHODS 
A pilot study in a single practice was undertaken and on this basis the following 
methodology was employed. Following ethical approval, thirteen general practices 
were randomly selected and invited to participate. Only 6 practices agreed, and so an 
additional 7 practices were recruited by a direct (non- random) approach. The 7 
practices that declined had similar deprivation indices to the 6 agreed practices and 
were scattered across the whole geographical patch and therefore there did not seem 
to be a marked difference between the practices that agreed to partake and those that 
didn't. On the advice of the statistician it was agreed that a further randomisation 
process would have been unlikely to include the 7 additional chosen practices, and 
would have been unlikely to include the 6 random practices who did agree initially 
and would have necessitated withdrawal from the randomization process, of the 
practices who refused to participate and so repeating the selection to obtain a 
desirable list invalidates the process of random selection in any case. Their 
geographical location reflected the population distribution across urban, rural and 
semi -rural regions (Appendix 1 p131). 
Region Approx population Total numbers of 
patients sampled 
Number of practices 
chosen 
Edinburgh (493,000) 57,742 7 
West Lothian (164,000) 18,929 2 
East Lothian (94,000) 14,939 2 
Mid -Lothian (84,000) 13,011 2 
Each of the 13 participating practices chose a two week time frame during 2004 and 
2005 for data collection, during which general practitioners noted all consultations 
pertaining to cutaneous disease. This two week period was scattered throughout the 
year to negate seasonal influences in presentation of dermatological conditions. To 
ensure a negligible influence on the usual working practice of the participating 
general practitioners, most of the arrangements were made through the respective 
practice managers, and only at the end of the 2 -week recording period were case 
notes of patients reviewed. The dermatological diagnosis was coded using the same 
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rough diagnostic groups that had been employed in previous hospital based studies 
that have been undertaken in Edinburgh (Appendix 2 p136). The same diagnostic 
groups were used in an attempt to enable us to directly compare dermatological 
diagnosis in primary care with that of previously collected data and more recent data 
in secondary care. All data were entered into a secure Access database (Appendix 3 
p137). The coding in general practice was all done by myself. The case notes of 10% 
of all patients attending during the two week study period were examined where 
possible, to assess the accuracy of documentation of dermatological problems. The 
total number of consultations during the study period was also recorded and thus the 
proportion of those pertaining to the skin was calculated. Patients were identified by 
their gender and date of birth: data recorded included the GP diagnosis, number of 
consultations for skin problems over the previous one year, the treatment instigated 
and whether referral had been made to secondary care. Patients who had consulted 
their general practitioner with the same skin complaint on 3 or more occasions during 
the previous year (referred to as frequent attendees) were invited for assessment by a 
consultant dermatologist who reviewed the diagnosis and treatment recommended by 
the general practitioner and assessed whether additional primary care treatment was 
possible or if hospital referral was indicated (Appendix 4 p138). Three or more visits 
was chosen as a previous study suggested that most people consult their GP less than 
three times per year with a dermatological condition 
The required sample size was determined by the statistician with reference to the 
formula p ± 1.96 x SE (p), where p represents the proportion of skin -related 
consultations seen and SE (p) the standard error of p. The latter is given by the 
formula Ip (1 -p) /n, where n is the total number of recorded consultations Based 
on an initial estimate that consultations related to skin disease represent around 10% 
of total caseload [derived from Continuous Morbidity Recording (CMR) data for 
2002] and in the expectation that the unknown true proportion was likely to fall 
within the range 5 -15 %, it was calculated that a total of 4600 GP consultations 
would permit an estimation of the proportion of GP consultations that involved 
dermatological problems to within ± 1% of the true value, with 95% confidence 
intervals. 
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CMR was first piloted in 1994 in a small number of practices in Scotland. By 1998, 
48 practices were participating and CMR became recognized as a 'national' dataset. 
CMR allows the collection of primary care morbidity data following a face -to -face 
contact between a general medical practitioner and a patient. Data are recorded into 
GPASS (the computer system used by over 80% of Scottish general medical 
practices) and a monthly extract from each practice is sent to the Information and 
Statistics Division (ISD) for analysis. Currently there are 70 practices participating in 
CMR, covering around 8% of the Scottish population. A subset of these practices 
form the 'national sample' and as a group their patients are broadly representative of 
the Scottish population in terms of age, sex, deprivation and urban/rural mix. The 
CMR data have been used to estimate general practitioner activity (consultations), 
incidence (new episodes) and prevalence (patients) for specific conditions /diseases. 
CMR data was not utilised for this study as they code under the ICD 9 and 10 
chapters entitled Disorders of the Skin and Subcutaneous tissues. The ICD 9 and 10 
codes do not include the following skin tumours, benign and malignant and many 
common skin infections, including viral warts. It was felt therefore that a more 




Table 1 and Fig 1 below details the percentage of consultations in the two -week 
collection period that were of a dermatological nature in all participating 13 
practices. Table I also details the total number of general practice consultations in 
the two -week collection period for each individual practice. Frequent attendees, 
those patients who presented on 3 or more occasions with the same dermatological 
diagnosis are also included as a percentage of the total dermatological workload. 













(% of total 
consults.) 
Frequent dermatological 
attendees (% all 
dermatology. consultations) 
El 3395 331 9.7 7.3 29.2 
E2 9550 802 8.4 11.0 29.6 
E3 6659 723 10.8 10.4 25.3 
E4 7003 750 10.7 4.4 45.5 
ES 6067 625 10.3 13.0 21.0 
E6 8632 720 8.3 4.6 27.3 
E7 9550 1036 10.8 16.0 19.9 
WL1 7761 365 4.7 3.0 45.5 
WL2 11,168 1062 9.5 3.7 28.2 
ML1 2908 64 2.2 18.8 33.3 
ML2 6698 554 8.3 6.7 4.3 
ELI* 8618 498 5.8 8.2 19.5 
EL2 5334 241 4.5 5.8 14.3 
Total 93,343 7771 8.3 8.4 25.0 
Consultation rates, total and dermatological, including frequent attendees 
E = Edinburgh (urban), WL = West Lothian (urban /semi- rural), 
ML = Mid Lothian (urban /semi -rural), EL =East Lothian (semi -rural /rural) 
*Practice submitting data via CMR 
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Seven hundred and twenty -one dermatology- related consultations were recorded in 
the database. For the purposes of establishing proportions of dermatological 
consultations and diagnostic breakdowns, consultations given by district nurses and 
by practice nurses were excluded. Not all practices included data on practice nurse or 
district nurse consultations (Individual practice data are recorded in Appendix 9, 
p146). 
After exclusion of the 67 consultations seen by either district or practice nurses a 
total of 654 skin -related consultations remain available for analysis. These 654 
consultations with a dermatological component were recorded in a total consultation 
load of 7,771 (Table 1). The overall proportion of skin -related consultations is 
therefore 654/7,771= 8.42 %. 
It was only possible for us to validate the data from 3 of the 13 practices due to 
consent issues with individual practices. Some practices felt that it was necessary to 
obtain consent from every individual patient consulting in the two -week collection 
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period in order for me to access their case notes and therefore I was unable to access 
case notes from their patients unless they had consented to this. Practice E7 obtained 
consent from every patient who consulted in the two -week time frame and so it was 
possible to access l0% of the patients who did not consult with a dermatological 
problem to verify the percentage of patients who were dermatological consultations. 
On accessing these, case notes no further dermatological consults were identified. 
Practice E2 only obtained consent from patients presenting with a dermatological 
condition but did agree access to 10% of general consultations to check the reliability 
of the data. The practice was happy to access records without individual consent on 
the basis that this was an audit project and was unlikely to impact on clinical care. 
Practice EL1 was a "spotter practice" and so was recording all presenting conditions 
to the general practitioner (CMR) data. This practice should have had a complete 
record of all dermatological diagnosis presenting in the two -week time frame, 
provided these had been coded by the general practitioner. The remaining 10 
practices did not permit access to the non -dermatological consultations during the 
two -week collection period making it difficult to validate the figures collected for 
these practices. 
The diagnostic breakdown of the total 654 consultations is shown below (Table 2). 
The proportion of skin -related consultations and the diagnostic breakdown are 
presented for Practice E7, E2 and EL1 below (Tables 3 -5). Practice E7 recorded 166 
skin -related consultations from a total of 1036 giving a prevalence of 16% (95% 
confidence interval:13.8% to 18.3 %): no further skin consultations were found on 
checking a 10% random sample of case notes from the two -week collection period. 
Practice E2 recorded 88 skin -related consultations from a total of 802 (10.97% 
dermatology consultations 95% confidence interval: 9.5% to 13.9 %): after sampling 
10% of case records, a further 8 cases were found representing an under -recording of 
10 %. Practice EL1 recorded 41 skin -related consultations from a total of 498 (8.2 %, 
95% confidence interval 5.8% to 10.6 %): on further sampling of records 4 additional 
dermatological cases were identified representing an under -recording of 8 %. For the 
remaining 10 practices the proportion of dermatological consultations is 359/ 5435 
6.6% (95% confidence interval). The remaining 10 practices data have been 
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presented together (Table 6) as it was not possible to validate their individual 
practice data. It is however interesting to note that the top diagnosis in the 10 un- 
validated practices is very similar to the data from the 3 fully validated practices. 
Table 2: Diagnostic breakdown of all dermatological consultations in all 13 
participating practices 
DIAGNOSIS Numbers of patients Percentage 
Eczema 156 23.9% 
Infection 132 20.2% 
No diagnosis offered 53 8.1% 
Miscellaneous 45 6.9% 
Other benign tumours 40 6.1% 
Acne vulgaris 33 5.0% 
Viral warts 33 5.0% 
Psoriasis 29 4.4% 
Seborrhoeic keratosis 26 4.0% 
Benign naevi 17 2.6% 
Urticaria 16 2.4% 
Actinic keratosis 14 2.1% 
Infestation 12 1.8% 
Reactive skin conditions 10 1.5% 
Acne rosacea 7 1.1% 
Hair disorders 6 0.9% 
Basal cell carcinoma 4 0.6% 
Squamous cell carcinoma 4 0.6% 
Melanoma 4 0.6% 
Lichen planus 3 0.5% 
Nail disorders 3 0.5% 
Intra- epidermal carcinoma 2 0.3% 
Venous ulcers 2 0.3% 
Other malignant tumours 2 0.3% 
Immunobullous disorders 1 0.2% 
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Table 3: Diagnostic breakdown of dermatological patients in Practice E7 
PRACTICE E7 
DIAGNOSIS Number of patients Percentage 
Eczema 41 24.7% 
Infection 35 21.2% 
Miscellaneous 15 9.1% 
Viral warts 14 8.4% 
No diagnosis offered 12 7.3% 
Acne vulgaris 10 6.0% 
Other benign tumours 9 5.4% 
Acne rosacea 5 3.0% 
Actinic keratosis 5 3.0% 
Psoriasis 4 2.4% 
Urticaria 4 2.4% 
Benign naevi 3 1.8% 
Seborrhoeic keratosis 3 1.8% 
Melanoma 2 1.2% 
Squamous cell carcinoma 2 1.2% 
Infestation 1 0.6% 
Nail disorders 1 0.6% 
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Table 4: Diagnostic breakdown of dermatological patients in Practice E2 
PRACTICE E2 
DIAGNOSIS Number of patients Percentage 
Infection 22 25% 
Eczema 15 17.1% 
No diagnosis offered 9 10.2% 
Miscellaneous 8 9.1% 
Psoriasis 6 6.8% 
Acne vulgaris 5 5.7% 
Other benign tumours 4 4.5% 
Viral warts 4 4.5% 
Seborrhoeic keratosis 3 3.4% 
Actinic keratosis 2 2.3% 
Malignant melanoma 2 2.3% 
Urticaria 2 2.3% 
Hair disorders 1 1.1% 
Infestation 1 1.1% 
Intra- epidermal carcinoma 1 1.1% 
Lichen planus 1 1.1% 
Nail problems 1 1.1% 
Drug eruption 1 1.1% 
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Table 5: Diagnostic breakdown of dermatological patients in Practice EL 1 
PRACTICE ELI 
DIAGNOSIS Number of patients Percentage 
Eczema 18 43.9% 
Infection 5 12.2% 
Miscellaneous 3 7.3% 
Psoriasis 3 7.3% 
Benign pigmented naevi 2 4.9% 
Other benign tumours 2 4.9% 
Urticaria 2 4.9% 
Acne rosacea 1 2.4% 
Acne vulgaris 1 2.4% 
Other malignant tumours 1 2.4% 
Seborrhoeic keratosis 1 2.4% 
Reactive Drug eruption 1 2.4% 
No diagnosis offered 1 2.4% 
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Table 6: Dermatological diagnosis of patients in the 10 remaining participating 
practices 
DERMATOLOGICAL DIAGNOSIS FOR REMAINING 10 PRACTICES 
DIAGNOSIS Number of patients Percentage 
Eczema 82 22.8% 
Infection 70 19.5% 
No diagnosis offered 31 8.6% 
Other benign tumours 25 7.0% 
Miscellaneous 19 5.3% 
Seborrhoeic keratosis 19 5.3% 
Acne vulgaris 17 4.7% 
Psoriasis 16 4.5% 
Viral warts 15 4.2% 
Benign naevi 12 3.3% 
Infestation 10 2.8% 
Urticaria 8 2.2% 
Reactive skin rash 8 2.2% 
Actinic keratosis 7 1.9% 
Hair disorders 5 1.4% 
Basal cell carcinoma 4 1.1% 
Squamous cell carcinoma 2 0.6% 
Lichen planus 2 0.6% 
Venous ulcers 2 0.6% 
Nail disorders 1 0.3% 
Acne rosacea 1 0.3% 
Intra- epidermal carcinoma 1 0.3% 
Other malignant tumours 1 0.3% 
Immunobullous disorders 1 0.3% 
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The female to male ratio of the total 654 consultations was 365 F: 289 M 1.3:1. The 
diagnostic breakdown of these patients is recorded below (Table 7). There was no 
notable difference between the diagnoses of males and females. The most common 
diagnoses in the males and females were similar. 
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Table 7: Female to male diagnostic breakdown of all 13 participating practices 
DIAGNOSTIC BREAKDOWN OF PATIENTS 
DIAGNOSIS Female Percentage Male Percentage 
Eczema 84 23.0% 70 24.2% 
Infection 54 14.8% 65 22.5% 
Miscellaneous 46 12.6% 23 8.0% 
No diagnosis offered 36 9.9% 13 4.5% 
Other benign tumours 21 5.8% 17 5.9% 
Psoriasis 20 5.5% 12 4.1% 
Viral warts 17 4.7% 16 5.5% 
Acne vulgaris 15 4.1% 18 6.2% 
Seborrhoeic keratosis 12 3.3% 12 4.1% 
Benign pigmented naevi 9 2.5% 7 2.4% 
Infestation 8 2.2% 2 0.7% 
Urticaria 8 2.2% 8 2.8% 
Actinic keratosis 6 1.6% 7 2.4% 
Hair disorders 5 1.4% 3 1.0% 
Venous disease 5 1.4% 1 0.3% 
Nail disorders 4 1.1% 4 1.4% 
Acne rosacea 3 0.8% 5 1.7% 
Lichen planus 3 0.8% 0 
Melanoma 3 0.8% 0 
Intra- epidermal carcinoma 2 0.5% 0 
Squamous cell carcinoma 2 0.5% 2 0.7% 
Basal cell carcinoma 1 0.3% 0 
Immunobullous disorders 1 0.3% 0 
Other malignant tumours 0 2 0.7% 
There was an even spread of age groups represented in all disease categories. There 
was a preponderance of children in the eczema sub group under the age of 5 years 
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old Fig 2. This is worthy of mention as different resources may need to be factored 
into the practices to cater for this group. There was also a preponderance of teenagers 
in the acne vulgaris subgroup Fig 3, again this is to be anticipated. 
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Figure 4 below shows graphically the percentage of different dermatological 
conditions in all 13 participating practices 
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Frequent attendees were patients who had consulted their general practitioner on 
three or more occasions in the preceding year with the same dermatological 
complaint (Fig 5). These patients were invited to attend their own practice and have a 
consultation with a dermatology consultant. The total number of frequent attendees 
was 165/721 = 22.9 %. One hundred and fourteen of the 165 patients (69 %) were seen 
by a dermatology consultant. 
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The consultant diagnosis of the recurrent attendees is detailed below (Table 8). 
Table 8: Consultant diagnosis of recurrent attendees 
CONSULTANT DIAGNOSIS OF RECURRENT ATTENDEES 
DIAGNOSIS Numbers of patients Percentage 
Eczema 50 43.9% 
Acne vulgaris 14 12.3% 
Psoriasis 10 8.8% 
Infection 9 7.9% 
Miscellaneous 7 6.1% 
Urticaria 7 6.1% 
Immunobullous disorders 3 2.6% 
Nail disorders 2 1.8% 
Other benign tumours 2 1.8% 
Squamous cell carcinoma 2 1.8% 
Connective tissue disease 1 0.9% 
Reactive skin rash 1 0.9% 
Actinic keratosis 1 0.9% 
Basal cell carcinoma 1 0.9% 
Venous disease 1 0.9% 
Hair disorders 1 0.9% 
Infestation 1 0.9% 
Intra- epidermal carcinoma 1 0.9% 
If we compare the recurrent attendees' diagnosis with the most common 
dermatological conditions presenting in primary care it is evident that eczema 
accounts for a significant workload. Eczema accounts for 22.5% of all dermatology 
patients, 44% of frequent attendees and 26% of all hospital referrals in primary care. 
Chronic skin conditions like acne vulgaris and psoriasis are also a significant burden 
on the general practitioner's time as these patients seem to be attending more 
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frequently. We have detailed the management of the frequent attendees below for the 
most common dermatological diagnoses. 
Eczema 
Fifty patients had been attending their general practitioner on three or more 
occasions in the preceding year with eczema constituting 43.9% of the recurrent 
attendees. Nineteen of these patients failed to attend the appointment with the 
consultant and so it was not possible to comment further on their management in 
primary care. 16/50 (32 %) of patients had received appropriate management in 
primary care as assessed by the consultant dermatologist. Fifteen patients (30 %) had 
sub -optimal treatment in primary care as assessed by the same consultant 
dermatologist reviewing the patient and the case notes at the time of the consultation 
with her. Usually the patients needed an increase in the potency of their topical 
steroid. Seven of these patients (14 %) with eczema were referred to secondary care, 
two referrals were deemed inappropriate by the consultant at the time the GP made 
the referral and based on the clinical presentation of the patient on seeing the 
consultant. For both of these patients, further treatment could have been instituted in 
primary care. A further 13 patients, 26 %, could have been referred, 3 may have 
benefited from patch -testing; two of these patients had hand eczema and a further 
patient had stasis eczema. The remaining 10 needed secondary care treatment for 
management of their eczema. Two patients had been incorrectly diagnosed with 
eczema by the general practitioner, one patient having tinea corporis and the second 
patient dermatomyositis. 
Acne vulgaris 
12.3% of the recurrent attendees were diagnosed with acne vulgaris. 8/14 (57.1 %) of 
patients had their acne managed appropriately in primary care. 5/14 (35.7 %) of acne 
patients had sub -optimal treatment in primary care. These patients either did not have 
adequate courses of antibiotics or did not have combination treatments when this 
may have been beneficial. One patient failed to attend their appointment with the 
consultant. Four patients (28.6 %) had been referred to secondary care and all of these 
referrals were deemed appropriate, as these patients may have benefited from 
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hospital treatment. Furthermore a further patient would also have benefited from 
referral. In total 5/14 (35.7 %) of acne patients would have benefited from hospital 
referral. 
Psoriasis 
20 % of the frequent attendees were diagnosed with psoriasis. 3/10 (30 %) of 
psoriatic patients had appropriate treatment in primary care. 4/10 (40 %) of psoriasis 
patients had sub -optimal treatment in primary care. These patients could have had 
topical anti -psoriatic treatments in primary care or topical steroids, which may have 
benefited their disease. Three of the ten patients (30 %) with psoriasis failed to attend 
their appointment with the consultant. Five patients were referred to secondary care 
(50 %), two of these were deemed inappropriate their psoriasis was not severe enough 
to merit hospital treatment. A further patient with severe psoriasis would have 
benefited from referral. 
Infective skin conditions 
Patients with infective skin conditions e.g. tinea, constituted 7.9% of the frequent 
attendees. 4/9 (44.4 %) of patients diagnosed with infective skin conditions had been 
treated appropriately in primary care. 3/9 (33.3 %) of patients with infection failed to 
attend their appointment with the consultant. Two patients had been incorrectly 
diagnosed with infective skin conditions and were thought to be suffering instead 
from eczema. One patient (11.1 %) was referred to secondary care and this referral 
was deemed appropriate. A further 2 patients (22.2 %) would also have benefited 
from referral to secondary care. 
Urticaria 
Patients diagnosed with urticaria constituted 6.1% of the recurrent attendees. 4/7 
(57.1%) of these patients had appropriate treatment in primary care. Two patients 
(28.6 %) had been incorrectly diagnosed with urticaria and were suffering from 
eczema One patient 14.3% had sub -optimal treatment for urticaria. This patient did 
not have appropriate combination therapy which may have helped the urticaria. Two 
patients (28.6 %) were referred to secondary care; one referral was deemed 
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inappropriate as the patient had not had adequate primary care treatment. A further 
patient (14.3 %) would have benefited from secondary care referral. 
The referral rate in the two -week collection period also varied between practices 
from 0 to 18.18% (Fig 6). The total referral rate was 14 %; the most common 
conditions referred were eczema (26 %), suspected skin malignancy (13 %), psoriasis 
(12 %), uncertain diagnosis (11%), benign tumours (8.7 %), acne (7.6 %) and 
infections (5.4 %). The outcome of these referrals were not documented, it was felt 
that a better snapshot of the reasons for referral and the outcome of these were best 
studied in the secondary care arm of the study. There were however, additional 
patients identified who would have benefited from a referral to secondary care. 
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Nurse Consultations 
Not all practices recorded nurse consultations and so it was felt that to do any formal 
analysis on this small group of patients may not be entirely representative. 
The percentages of nurse consultations relating to dermatological conditions are 
detailed in Appendix 9 p146. Of a total of 2342 recorded nurse consultations 67 of 
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these were felt to represent patients who consulted with regards to a dermatological 
condition (2.9 %). These patients may have mentioned their dermatological condition 
incidentally when they visited the practice nurse regarding a separate issue. A lot of 
these patients however would have been attending the practice nurse on a frequent 
basis e.g. with leg ulceration. Comparing the number of patients the doctors had seen 
with leg ulceration 6/653 (0.9 %), leg ulceration thus represents a far greater 
proportion of the practice nurses time than that of the doctors. The diagnostic 
breakdown of these patients is detailed below (Fig 7). 
Fig 7: Diagnostic breakdown of nurse dermatological consultations (percentages) 









There was considerable variation in dermatological workload between the practices, 
from 3% to 18% of total consultations, with a mean of 8.4 %. The dermatological 
workload for E7 which was fully validated was 16.0% and for the other two practices 
where we were able to partially validate the results was 11.0% and 8.2 %. It would 
seem reasonable to assume that the true dermatological workload probably lies 
somewhere between 8.4% and 16.0 %. This is lower than those from a similar study 
in England ' as I was reliant on GPs recording patients that presented with a 
dermatological condition as opposed to collecting ICD data which I had hoped would 
lead to a more accurate recording of dermatological patients in primary care and so 
the true dermatological consultation rate is likely to be higher than my reported 
figures. These patients also constitute a reasonable proportion of the general 
practitioner's repeat visits as of these 654 consultations 165 patients (25 %) had 
visited their general practitioner on three or more occasions in the preceding year for 
the same dermatological condition. This suggests that not only do dermatological 
patients constitute a reasonable proportion of a general practitioners acute workload 
but also that they have a high return rate. The reasons postulated for this will be 
discussed later. Perhaps if the general practitioner had the appropriate diagnostic and 
management skills in particular for the frequent attendees the return rate may fall for 
this group of patients thus saving the general practitioner valuable time. There were 
more female dermatological patients consulted than male 365:289. This F: M 
preponderance is evident in all general practitioner consultations ' "'. Most 
dermatological conditions have an equal F: M incidence. This would suggest that 
there is a cohort of patients in the general population with dermatological conditions 
that have not yet presented to their general practitioner. It may seem reasonable to 
postulate that female patients may be more concerned with lesions that they might 
deem as a cosmetic nuisance which may be reflected in the consultation rates of 
female dermatological patients. However, the diagnostic profiles of both the male 
and female patients were roughly similar. 
46 
It would seem reasonable to tailor GP education programmes to the dermatological 
diagnoses that they encounter most frequently in primary care. As many 
dermatological diagnoses are more common in primary care than in secondary care a 
joint teaching session between dermatologists and general practitioners may be 
advisable. If we teach general practitioners the diagnosis and management of eczema 
this may influence the management of a large cohort of their patients. Good 
education programmes on the identification of benign and malignant lesions with 
perhaps some structured minor surgical training may enable general practitioners to 
better manage lesions in primary care. 
The percentage of frequent attendees between different practices ranged from 14.3% 
to 45.4% an average of 25% of the total dermatological workload for the general 
practitioner. There were a few recurring themes that were identified in this cohort of 
patients. Almost half of these patients had eczema, the management of which in 
some cases was sub -optimal. This highlights again the importance of ensuring that 
general practitioners have the appropriate skills to manage eczema in primary care. 
Few studies have documented the treatment of atopic eczema in primary care. 
Verboom et al detailed the treatment received by children with atopic eczema 
from their general practitioner. Young children were treated more commonly with 
emollients. A similar reluctance to prescribe more potent topical steroids was noted. 
Fig 8 shows the level of treatment by age. 
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Fig 8: Initial therapy by step (Step 1, emollient: Step 2, class I or II corticosteroid or 







o - - - r 
Aged 0 -2 Aged 3 -6 Aged 7-10 Aged 11- Aged 16- Aged >20 
15 20 





It is of importance to train general practitioners to select the most appropriate 
potency of topical steroid. It may be advisable to have additional dermatological 
nursing facilities in primary care to better manage these patients. Whether this might 
be the practice nurse who receives some training in the management of these patients 
or whether we should be encouraging our trained dermatological nurses to spend 
more time in the community is a matter of debate. The training of more primary care 
nurses to manage eczema has obvious resource implications for both primary and 
secondary care. The numbers of trained dermatological nurses in secondary care are 
limited and to relocate these trained individuals will undoubtedly impact on the 
service we can deliver in secondary care. We must be assured that nurse -led services 
impact on measures like DLQI, quality of life and referral rates before advocating the 
wider introduction of nurse specialists (4". A study by Smoker (1999) '1 ' identified 
that58% of primary care nurses saw between one and five people per week with skin 
problems, while 21% saw six or more. These findings were confirmed by Cox and 
Bowman (2000)' -4, They received response form 69 nurses (30 practice nurses and 
39 community nurses), and the mean number of patients with skin disease soon by 
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these respondents was 5.4 per week. Our study only recorded practice nurse 
consultations and these were not universally recorded in every practice. In this study 
the spectrum of conditions seen was largely similar in the two groups of nurse. Over 
half of the patients seen were adults with eczema and about had fifth had psoriasis. 
Interestingly, 86% of the nurses in both groups were regularly managing patients 
with leg ulcers which fits with our recorded nurse consultations. A study in 2006 
Ogden et al of 20 nurse practitioners, who saw on average a tot al of 96 patients 
per week each, found that between 10 and 20% of their consultations related to skin 
disease. This fits with a further report that in one practice, 25% of the nurse 
practitioners' workload relates to a skin problem ( Platts, personal oral 
communication 2003). Our recorded nurse consultation rate was considerably lower 
than these reported series probably due to under recording of dermatological patients 
which is why these consultations were not included in the primary care analysis. 
There have been a few UK studies considering the effectiveness of primary care 
generalist nursing interventions for skin disease. The studies have to be interpreted 
with caution as many are questionnaire studies using convenience samples and 
lacking control groups. The experience of the nurses involved in the interventions is 
not always made clear. Therefore, it is not always possible to generalise the results. 
There is one study which makes clear the experience of the nurse involved in the 
intervention. Kernick and colleagues published a study in 2000 that considered the 
impact of a dermatology- trained practice nurse on the quality of life of primary care 
patients with eczema and psoriasis '. The identified practice nurse received 87 
hours of training in dermatology, including teaching in outpatient and inpatient 
settings, direct supervised tuition and background reading. The outcome of the 
nursing intervention (consultation in a general practitioner surgery) for a group of 
109 patients with psoriasis and eczema was then compared with a control group that 
had no intervention. There was some limited improvement in outcome measures in 
the intervention group compared with the control group but this did not reach 
statistical significance. 
A study by Chinn et al i `' considered the benefit of a single 30 minute consultation 
by a "dermatology trained nurse in primary care" on the quality of life of 235 
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children with atopic eczema. There was marginal improvement in the quality of life 
of the children and benefit to the family at four weeks. The study authors drew 
attention to some limitations such as lack of power and the fact that the quality of life 
tools might not have been appropriate for the milder cases of eczema seen in primary 
care settings. Another small study in 1997 considered the development of a practice 
nurse -led clinic for children with eczema The author decided to review the 
experience of service users to evaluate the service. Thirty patients were sent 
questionnaires of whom ten responded, so the sample size was small. Responses 
were positive overall, with most parents believing that their understanding of their 
child's condition and also their child's eczema had improved. 
With the other common conditions, e.g. acne and psoriasis, again there were 
recurring issues. Similar to patients with eczema, patients with psoriasis may benefit 
from a specialised nurse in primary care to better educate them about the 
management of their disease. A UK study concluded that dissemination of guidelines 
on the management of psoriasis in primary care can significantly enhance the 
appropriateness of referral of patients to secondary care ' '. A further UK study 
examined 789,300 primary care patient records with psoriasis and suggested that 
most patients with psoriasis were managed in primary care on topical agents even 
though there were signs from the clinical records that their psoriasis was not 
optimally managed This highlights the importance of educating general 
practitioners in the management of psoriasis. Acne patients also represent a 
significant burden for general practitioners and a significant proportion of these 
patients consult frequently'`'. On occasions it is also evident that the opinion on the 
suitability of an acne patient for referral may differ between the dermatologist and 
the general practitioner ". The finding that many frequent attendees management is 
sub -optimal also highlights the fact that we need to concentrate our education 
programmes on the diagnosis and management of common dermatological 
conditions. 
Most surgeries had access to liquid nitrogen and were holding a fortnightly list for 
treatment of lesions. Some surgeries were also operating a weekly minor operation 
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list where benign lesions were being removed, for example epidermoid cysts and 
benign naevi. It is difficult to ascertain whether or not all of these procedures were 
clinically necessary, as one cannot ascertain from the notes the degree of functional 
or psychological impairment to the patient. One could argue that these benign 
lesions, if the diagnosis is not in question, should not be removed in primary care, 
which may also free up more time for the general practitioner. It is difficult to make 
assumptions from the small number of lesions that were removed during the primary 
care study but it would appear that general practitioners often find difficulty in 
accurately diagnosing lesions prior to excision as the pathology report often did not 
correlate with the GP diagnosis. 
There is also the question as to whether or not secondary care could accommodate 
further referrals from primary care. With already overstretched departments and long 
waiting lists it may be necessary to find novel ways of working to increase 
throughput e.g. the establishment of rapid skin cancer screening clinics which 
enables us to see more patients in a certain time frame 
Limitations of the study 
The total number of consultations sampled in this study (7771) was well in excess of 
the minimum size of 4600 considered necessary to permit an estimation of the 
proportion of dermatological consultations to within +1 -1% of the true value with 
95% confidence. A limitation of this study was the reliance on the GPs' diagnosis in 
determining the diagnostic spectrum of skin disorders. Furthermore, we were unable 
to validate the accuracy of recording in all the general practices. Although ethical 
consent had been granted for this aspect of the study, the majority of practices did 
not allow access to the case notes of non -dermatological patients seen during the 
study period. In those practices where validation was possible (E2, E7 and EL 1); 
under -recording of up to 10% was noted in two, highlighting the difficulty in 
obtaining precise data. Of interest, practice ELI, which under -recorded by 8 %, is one 
of 70 spotter practices in Scotland responsible for providing data for Continuous 
Morbidity Recording. In recent years, public health research has been undoubtedly 
influenced by concern about the ethics and legality of using identifiable data from 
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patient records. Patient privacy may conflict with the advancement of knowledge 
through data sharing. The data contained in primary care records are uniquely 
comprehensive. Stone et al looked at five general practices in Leicestershire. 
Twenty patients and 15 health care professionals and managers were interviewed. 
Patients had limited knowledge of the type of information held in their general 
practice records and the ways in which these data are shared, but appeared ready to 
form preliminary views on issues such as data sharing for audit and disease 
registration. There was no suggestion that concern about data sharing for research 
adversely affects patient trust or leads patients to withhold relevant information from 
health care professionals in primary care. Interviews carried out with staff suggested 
a lack of clear practice policies regarding data sharing. General practices may need to 
develop policies on data sharing, bring these to the attention of their patient 
population and improve patient awareness about the nature of the data contained in 
their records. Researchers should ensure that patients are adequately informed about 
the nature of data contained in patient records when seeking consent for data 
extraction. Patient consent to access their medical records should not be taken for 
granted. Schers et al '  looked at 873 patients from 35 general practices dispersed 
throughout the Netherlands. 20 % of the patients stated that the on -call GP should not 
have access to their entire medical record and 44% did not support full access for the 
practice nurse. Patient consent to the on -call GP being allowed to access a variety of 
information ranged from 62% for life events to 93% for medication; and to practice 
nurse from 37% for home details to 82% for medication. Patients distinguished 
between "medically orientated information and "lifestyle and psychosocial 
information ". Problems have resulted from new requirements to obtain consent from 
individual patients before information about them can be used in matters that 
previously did not require consent, for instance, the inclusion of patient information 
in cancer registries, the compilation of information from databases for research 
projects, and the identification of appropriate patients by researchers for invitation to 
studies. Public health research requires information about the whole population, and 
biases arising from incomplete data can make the results unreliable, invalid or 
misleading. Most of the British public considers the confidential use of personal, 
identifiable patient information by the National Cancer Registry for the purposes of 
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public health research and surveillance not to be an invasion of privacy. 72% of all 
respondents did not consider any of the following to be an invasion of their privacy 
by the National Cancer Registry: inclusion of postcode, inclusion of name and 
address, and the receipt of a letter inviting them to a research study on the basis of 
inclusion in the registry. The proportions not concerned about invasion of privacy 
varied significantly by country, ethnicity, socio- economic status, and housing tenure, 
although in all subgroups examined most respondents had no concerns. 81% said that 
they would support a law making cancer registration statutory. The Department of 
Health accepts identifiable information collected at practice level, for the direct care 
of patients i.e. for call and recall, provided that patients are appropriately informed 
and due attention is paid to confidentiality. Information gathered for the direct care 
of the patient is deemed to have consent through the normal activities of a patient 
consultation. Local clinical audit is included in this as it has a direct impact on the 
quality of care a patient receives. The distinction between audit and research can also 
sometimes be difficult Research and audit have many similarities. They both 
start with a question, both expect the answer to change or influence clinical practice, 
both require formal data collection on patients, and both depend on using an 
appropriate method and design to reach sound conclusions. The standards expected 
of audit in terms of design, data collection, and analysis should at least be as high as 
for research. It is also clear that both audit and research differ from normal clinical 
practice because clinical practice rarely achieves a high standard of data collection 
and analysis. The major bureaucratic distinction drawn between audit and research is 
that research investigates what should be done, whereas audit investigates whether it 
is being done (and if not, why not). Guidance on making the distinction between 
audit and research is available, but the distinction is difficult to make in actual 
practice. If it is accepted that all clinical practice, including research, should be 
undertaken ethically, then the main issue is to decide when formal ethical scrutiny 
might be necessary. To help decide, the following questions could be asked of any 
study or change in practice 
How much does this deviate from current normal (accepted, local) 
clinical practice? 
What is the (additional) burden imposed on patients (or others)? 
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 What (additional) risks are posed to the patients (or others)? 
What benefit might accrue to the patients (or others)? 
What are the potential benefits to society (future patients)? 
The answers might determine when additional, usually external, ethical scrutiny 
should occur. Physical risk is not the only determinant. The undisclosed retention of 
superfluous biopsy tissue or organs from dead people, which holds no risk for the 
owner, has been shown to be unacceptable to the public. Change in practice is 
integral to most formal studies. In audit, the change is usually in the domains of data 
collection and analysis, although some units advise that audit: "Never involves 
disturbance of patients over and above normal clinical management. There is no 
extra data collection and no extra interventions or clinical assessments." Research 
more commonly involves manipulating interventions. Having no firm guidelines 
concerning the best method for or even the appropriateness of obtaining informed 
consent for this study was one of the major issues that affected the whole of the data 
gathering process. 
The legal position regarding the use of all health data within the NHS has changed in 
England and Wales with the passing of the Health and Social Care Act 2001 ', The 
relevant sections of the Act (60 and 61) grant the Secretary of State for Health 
powers to determine how patient data can be used in the NHS. The Secretary of State 
must nevertheless comply with the requirements of the Data Protection and Human 
Rights Acts. Section 60 includes a process that permits application for patient data to 
be used without consent, under particular circumstances. In Scotland confidentiality 
issues have been subject to a major review through the Confidentiality and Security 
Advisory Group Scotland (CSAGS), an independent committee. Its final report, 
Protecting Patient Confidentiality" April 2002 www.show.scot.nhs.uk/csags, 
recommends that patients must be informed about how information about them is 
used. Wherever possible, data must be anonymised and if that cannot be done to an 
acceptable degree, the patient has a right to object to their use. CSAGS also rejects 
the introduction of new legislation similar to Section 60 of the Health & Social Care 
Act in England & Wales. It does so on the basis that in a patient centred service the 
implications of any legislation, which restricts rights of individual patients, must be 
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taken seriously The Scottish Executive is now responding to work of CSAGS 
to develop systems that command public and patient confidence, promote good 
practice for clinicians and researchers, and preserve important public health and 
research functions. 
Informed consent is an approval process in which the patient receives a full and 
understandable explanation of purpose, risks, benefits and rights of withdrawal of the 
approval. Current practice often involves using posters in a surgery about certain 
policies or initiatives and it is assumed that the patient agrees with them unless they 
explicitly withdraw their consent. This has been called implied consent. The view of 
the Patient Information Advisory Group (PIAG) is that this is not adequate in 
terms of providing information to patients and therefore consent based on this is 
unlikely to be valid, legally or in terms of ethical practice. 
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Chapter 3: Secondary care study; 
Patients referred to dermatology 
Out -patients in Nov 2005 
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CHAPTER 3: SECONDARY CARE STUDY 
3:1 INTRODUCTION 
There are many factors, which drive hospital referrals. Donohoe et al '' suggested 
that generalists were influenced by a combination of both medical and non -medical 
reasons for 76% of the referrals, by only medical reasons in 20 %, and by non- 
medical reasons in 3 %. The findings were that patient requests for referral influenced 
one fifth of referral decisions and this appears to echo the findings of Marton et al 
Differences in the rates at which general practitioners refer their patients to 
hospital outpatient departments are well documented '` Roland and Morris 
concluded that the availability of consultants influences the number of referrals 
made. If an outpatient service is well served by consultants this may decrease the 
general practitioners threshold for referral. Likewise with an undersupply of 
consultants general practitioners may be less likely to refer and attempt to manage 
the patients in primary care. Interpretations of differences in referral rates need to 
take into account variations in the supply of specialists as a factor that may influence 
the referral behaviour of general practitioners. There is also evidence that hospital 
waiting lists in the UK are resistant to shortening because reductions in length 
generate increases in referrals "`' Chen (USA) " used a computerized referral 
tracking system to analyse all dermatology referrals retrospectively from his general 
practice between Jan -Mar 1999. Referral rates were calculated for individual 
providers and reasons for referral were examined. Great variation was found in 
dermatology referral rates among junior general practitioners and partners. Individual 
provider characteristics are also predictors of referral rate variation. Provider 
confidences, experience, years in training, and degree of specialization are all 
possible factors that may explain variability in the referral process. A high referral 
rate does not imply a high level of inappropriate referral "''. It has been suggested 
that practitioners with particular areas of interest may have higher referral rates in 
those specialties in which they have skills. A possible explanation for this may be 
differences in case mix, in those practitioners with particular knowledge may be 
referred cases by their partners, or patients may learn about a doctor's special interest 
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and make a conscious decision about whom to consult for a particular problem. 
There is evidence to suggest that there may be a group of patients who would benefit 
from specialist advice, even though that advice has not been sought Twenty -two 
patients with skin problems were identified on the basis that the general practitioner 
was satisfied with their management and had no intention of referring them to 
hospital. These patients were reviewed by one of two dermatologists who made 
treatment recommendations in 14 cases, and these suggestions were taken up by 11 
patients. Six patients reported definite subjective improvement in their skin condition 
six weeks later. The general practitioners found the consultation valuable in 17 cases. 
Although these patients might have improved without the dermatologist intervention 
it highlights the possible unmet need in the community. Restriction on hospital 
referrals could therefore be detrimental to patient care. Sullivan et al (UK) 
followed a cohort of 392 patients referred to six outpatient clinics, which included 
dermatology. There was a predominance of women attendees except at the vascular 
clinic. A high percentage of new referrals to each specialty had been referred for the 
same problem on a previous occasion. There was evidence to support a higher 
discharge rate from consultant staff than junior staff. Only diagnosis and grade of 
doctor at the second visit were significantly associated with discharge at the second 
visit. It has also been suggested that approx 26% of referrals to dermatology could be 
considered as unnecessary as deemed by a senior house officer with three months 
practical experience in dermatology',"'. 
Several studies have endeavoured to record referrals specifically to dermatology 
outpatients. Basarab et al ' " reviewed 3678 referrals from general practitioners to 
dermatology outpatient clinics and found that 26% of patients were referred for 
diagnosis or investigation, 12% for advice only, 60% for treatment or management, 
and 2% for a second opinion or reassurance. Williams responded to this study stating 
that referrals for hospital treatment were in his opinion appropriate '21). Patient 
pressure can often be a factor in driving referral to secondary care dermatology 
departments ''''. More recently a study of out -patient case -mix in all Welsh trusts 
recorded all the referrals they received over a period of one week. A total of 2142 
patients were seen. Of new patients, 21% had skin cancer. Seventeen per cent of skin 
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cancers had no diagnosis suggested by the general practitioner. 10% of basal cell 
carcinomas, 33% of squamous cell carcinomas and 17% of malignant melanomas 
were wrongly diagnosed. In all 26% of new patients had benign lesions, and this 
group caused the greatest diagnostic difficulty for GPs. Seventy -one per cent of these 
patients were diagnosed, reassured and discharged at the first visit without the need 
for biopsy or surgery. Thirty -seven per cent of new patients required surgery, of 
which 21% required multi -disciplinary involvement. The new to follow -up ratio 
varied considerably according to the diagnosis, the mean ratio being 1:0.2 for benign 
lesions through to 1:5.5 for psoriasis. This highlights the difficulties in interpreting a 
consultant new to review ratio ' It would appear that referral of children to 
dermatology is surprisingly low in comparison with other conditions that children are 
referred with `'. It is therefore not surprising that there may be substantial 
deficiencies in some important areas of health services research in dermatology. To 
provide efficient and qualified dermatological health care, more research projects on 
the needs, demands and quality of health care are needed I. There are many reports 
on correspondence between family physicians and hospitals. Dupont ' assessed 600 
referral letters from family physicians to a dermatology outpatient clinic. He 
compared the details contained in them with the information later obtained in the 
clinic under the following headings: details of treatment given for the skin disorder 
provided by the family doctor; whether the patient was taking medication for 
disorders other than the skin disease; and whether the family physician sent a 
personally devised standard letter. Fewer than 50% gave details about treatment 
attempted. This omission was considered serious as planning of management may 
hinge on what has already failed. 
3:2 AIMS 
The Secondary Care Study aims were 
(1) To document the dermatological workload in secondary care both hospital -based 
and private practice and compare the changes over a 25 year period 
(2) To examine the multiple reasons for referral of patients to hospital for a 
dermatological opinion 
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(3) To record the diagnostic spectrum of dermatological conditions referred to 
secondary care and to compare the diagnostic profile with that presenting in primary 
care 




All consultant dermatologists, dermatology trainees and dermatology nurse 
practitioners conducting outpatients clinics in National Health Service hospitals and 
private practice in Edinburgh and Lothian, the Scottish Borders and Fife (total 
population of 1205100) recorded details of all their consultations during the month of 
November 2005. This included all ward referrals and other emergency referrals. 
Attendances for phototherapy and dressings (delivered by nurses), as well as surgical 
lists, were excluded. 
Data on patient demographics, new or review status, and reason for and source of 
referral (primary or secondary care) were recorded on a standardized form, one for 
each patient seen (Appendix 10 p148). The diagnosis offered by the referring doctor, 
the diagnosis made by the dermatologist after pathology, when appropriate, the 
treatment and investigations instigated and subsequent patient disposal were also 
recorded. All diagnoses were coded into one of 27 categories by a team of five 
dermatologists prior to scanning all datasheets into an Access database for analysis 
(Appendix 11 p149). This coding system was identical to that used in the previous 
four hospital studies enabling us to compare our data directly. 
Comparisons were made with data collected in four similar studies conducted during 
the month of November in 1980, 1988, 1994 and 2000 in the same region of south- 
east Scotland, the population of which has increased by 34 000 over 25 years. We 
were able to draw comparisons between the diagnostic spectrums in secondary care 
with that recorded in the primary care arm of the study. 
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3:4 RESULTS 
During the 1 -month study, attendances were recorded for 2118 new and 2796 review 
patients. There had been a steady increase in numbers of both new and review 
patients between 1980 and 2005 equating to a new consultation rate of 21 per 1000 
population in 2005 compared with 12.6 per 1000 in 1980, with secondary care 
referrals (ward referrals) increasing from 61 in Nov 1980 to 230 in Nov 2005 (Fig 9). 











1980 1988 1994 2000 2005 
Year 
Clinical data were available on 96% of new patients (n =2040) and 99% of review 
patients (n= 2770). The source of referral was recorded for 90% of new patients: 89% 
came from primary care and 11% from secondary care. The secondary care referrals 
were ward referrals requested by other secondary care physicians. This averaged 8 
ward referrals per day in the month of November (n =230). Some of these patients 
would have been offered an appointment in the general clinics but more often than 
not this required the registrar to visit the main acute hospital to review these patients 
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on the wards. We have been able to look specifically at the diagnostic spectrum of 
these ward referrals which is displayed below Fig 10. 
Fig 10: Dermatological diagnosis of ward referrals 
® Eczema /Cellulitis Psoriasis 
E SCC /Melanoma D Infection 
Urticaria Leg ulceration 
Drug eruption /Reactive 
Miscellaneous 
We did not look specifically at the appropriateness of these ward referrals or the 
appropriateness of the primary care referrals. We did examine the accuracy of 
diagnosis but the ward referrals and the primary care referrals were analysed 
together. There was a general feeling that some of these ward referrals were made 
because the patient was an inpatient and it was convenient to do so and had the 
patient presented in primary care with the same dermatological condition they may 
not have been referred. Although not specifically analysed there was also a feeling 
that the accuracy of diagnosis of these ward referrals was slightly poorer than the 
accuracy of the GP diagnosis. 
The reasons for referral were recorded for 85% of new patients and were: diagnosis 
required (57 %), hospital management requested (38 %), patient request (4.4 %) and 
uncertain (0.6 %) of new patients. General practitioners seemed to have more 
difficulty in accurately diagnosing lesions 75% of the diagnosis requests were for 
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lesions whereas hospital management requests seemed to be more frequent for 
chronic dermatological conditions (83% of the hospital management requests) e.g. 
eczema, psoriasis, acne and urticaria. The graph below details the diagnosis of the 
new and review patients seen in secondary care in Nov 2005 (Fig 11). 
Fig ll: Numbers of patients and their dermatological diagnosis presenting to 

















Most patients 93.1% were seen in NHS clinics and the remainder in private practice 
(Table 9). Actual numbers of new patients seen in private practice had risen by 134% 
since 1980. 
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Review NHS Review private 
Benign tumours 33.4 24 17.1 36.9 
Malignant tumours 11.6 5.5 20.2 13.6 
Eczema 16 16 16.7 4.8 
Psoriasi 7.4 4.9 13.5 4.8 
Acne /rosacea 5.5 18 8.7 10.7 
Infection /Infestation 4 4.1 1.4 1 
Viral warts 2.1 4.9 3.7 10.7 
Miscellaneous 21 22.2 18.7 17.5 
Women predominated both for new (F: M 1.4:1) and review (F: M 1.2:1) cases, with 
all ages represented. The age range for new patients was 0 -106 (mean 48.6, median 
48.6) and for review patients 0 -102 (mean 53, median 55.1). The case mix in private 
practice differed from that seen in the NHS with more acne, rosacea and viral warts 
for both new and return cases but fewer new cases of psoriasis and fewer review 
cases both of eczema and psoriasis. 
Various changes were observed in the diagnostic spectrum recorded between 1980 
and 2005 (Fig 12). There has been a dramatic increase in all types of skin cancer over 
the past 25 years. Basal cell carcinoma has seen the most dramatic rise (Fig 13). 
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Fig 12: Diagnostic profile of new patients per year presenting with various 






















Fig 13: Numbers of patients per month presenting with pre -malignant lesions and 
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As every department organized surgical procedures differently i.e. all on a same day 
basis, partial booking or full booking systems, we looked only at the work generated 
by those patients attending the outpatient clinics and emergency or ward referrals 
during the 4 -week period. The table below shows the surgical activity generated by 
both new and review patients, we did not however examine the complexity of the 
surgical procedures performed (Table 10). 
Table 10: Numbers of surgical procedures performed on all new and review patients 
in secondary care in November 2005 
Surgical procedure New patients Review patients 
Excision 10% (198) 3.7% (102) 
Biopsy 13% (261) 3% (82) 
Curette /shave 7.7% (156) 3.4% (93) 
Cryotherapy 12% (240) 17.5% (484) 
This contrasts with the previous studies in which there was much less surgical 
activity. In 1983 surgical procedures were only performed in total in 13.4% of new 
patients and 1.4% of return patients. 
One in 10 of all patients (both new and review) required either dressings or 
phototherapy. Patch testing was requested for one in three new patients with eczema 
(Table 11). 
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Table 11: Outpatient treatments and investigations on all patients both new and 
review in November 2005 
New patients Review patients 
Dressings 7% (148) 7% (196) 
Phototherapy 3.5% (71) 4.3% (115) 
Blood tests 6.7% (137) 9% (248) 
Patch testing 5.7% (117) 3.8% (106) 
Fewer than 50% of new patients were brought back for review (Table 12). The 
reasons for review of new patients were disease monitoring, including malignant 
disease for 42.5% ongoing treatment or monitoring of drug therapy for 30.5 %, 
diagnostic procedure for 20 %, with no reason recorded for 7 %. 





Discharge 45.3% 25.6% 
Review: 45.2% 70.3% 
Referral elsewhere 4.6% 2.8% 
Ward waiting list /admission 0.5% 0.6% 
Not recorded 4.4% 0.7% 
We had recorded the diagnosis made by the referring doctor and this was compared 
with the actual diagnosis made in secondary care. Dermatitis other than atopic 
eczema appeared to pose the greatest difficulty with 30% of patients being diagnosed 
incorrectly and a further 20% not being assigned a diagnosis (Table 13). 
Of benign lesions, seborrhoeic keratoses were diagnosed correctly in only 28% of 
cases with a further 20% having no diagnosis offered (Table 14). Melanocytic naevi 
and warts were identified correctly in around 70% of cases, respectively. Of 
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malignant lesions, malignant melanoma and basal cell carcinoma were diagnosed 
correctly in around 70% of cases, whereas in situ and invasive squamous cell 
carcinoma posed a greater diagnostic challenge, being correctly diagnosed in only 
37% and 52% of cases respectively. 
Table 13: Accuracy of GPs in diagnosing rashes 
Rashes Correct diagnosis % No diagnosis offered 
Acne 85/90 94% 3 
Atopic dermatitis 58/60 96.6% 2 
Dermatitis 122/172 71% 43 
Psoriasis 112/129 87% 11 
Venous leg ulcers 19/20 95% 1 
Urticaria 42/50 84% 10 
Table 14 : Accuracy of GPs in diagnosing lesions 
Lesions Correct diagnosis % No diagnosis offered 
Warts 27/37 73% 6 
Seborrhoeic keratoses 35/124 28% 34 
Pigmented naevi 159/192 83% 26 
Benign tumours 77/14 55% 22 
SCC 11/21 52% 1 
BCC 77/106 72% 14 
In -situ SCC 12/32 37% 7 
Actinic keratoses 35/86 46% 27 
Melanoma 16/23 70% 0 
The proportion of new patients seen only by a consultant was 53 %, a little lower than 
in previous studies (Table 15) 
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Consultants 53.0% 43.5% 
NCCG 14.0% 15.7% 
Hospital Practitioners 11.1% 9.7% 
Specialist registrars 18.6% 19.8% 
Nurses 3.3% 11.3% 
The profile of dermatological diagnoses recorded in secondary care was compared 
with the primary care data. In primary care the top three diagnoses were eczema 
(22.5 %), infection and infestation (20.3 %) and benign tumours (11.4 %). In 
secondary care the top three diagnoses were benign tumours (23.8 %), malignant 
tumours (16.4 %) and eczema (16.3 %) (Fig14). 
Fig 14: A comparison of the percentage of dermatological conditions recorded in 




















Dermatology clinics rank amongst the busiest of the outpatient specialties. With the 
current political climate of reducing waiting lists, dermatology is one of the 
specialities that attract much attention from hospital managers and local politicians. 
In order to make effective plans for provision of dermatology services, an accurate 
picture is needed of the rate and type of referrals to secondary care and the work that 
these referrals generate. Important data should include changing trends in referrals, 
the reasons for requesting a specialist opinion and whether the demand for both 
primary care and secondary care can be influenced by education. We are aware 
nationally of an increasing referral rate from primary care '"'. The reasons for this 
are not entirely clear. There is less opportunity and time with the new training 
programmes for general practitioners to experience dermatology ' There is 
increasing public anxiety regarding skin cancer '.We are also experiencing 
increasing pressure from the general public to treat cosmetic lesions ". The new 
GP contract offers no incentive to general practitioners to manage dermatological 
patients "". Government targets regarding waiting times have further stretched the 
service. Delivering these targets does not automatically imply delivering good 
quality of care. There is an impetus to deliver "care closer to home" ' by moving 
some dermatology clinics into the community and also recently we have had the 
emergence of new independent treatment centres. These independent treatment 
centres which are usually run by GPSIs are attempting to treat more dermatology 
patients closer to home to avoid the need for referral to secondary care. The intention 
however that the referral rates to secondary care would decrease have not always 
been realised and on some occasions these centres may be a more expensive 
alternative than traditional secondary care models '77. 
81 -85). There has also been an 
attempt to utilise staff other than consultants, for example, specialist dermatological 
nurses and GPSIs to deliver dermatological care which may be seen as "cheaper 
alternatives" to dermatologists. These individuals often do not have the diagnostic 
skills or experience to best manage dermatological patients "`' ". There are clinical 
governance issues that we must always be mindful of. 
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This study shows our referral rates have risen steadily over the last 25 years, now 
equating to 21 referrals per 1000 population in 2005 compared with 12.6 per 1000 in 
1980. Referrals from other hospital specialities have almost quadrupled since 1980 to 
the current figure of 11% of new referrals. Some of this may be as a consequence of 
the emergence of new groups of patients such as organ transplant patients, HIV 
patients and those receiving intensive chemotherapy for haematological or other 
malignancies who are at risk of both short -term and long -term complications of their 
immunosuppressed status. The quality of these ward referrals varies significantly and 
there is often little attempt to initiate basic treatment for simple conditions. 
Alongside educating general practitioners we should also focus our attempts at 
increasing the dermatological knowledge of medical staff in secondary care. Further 
threats to the delivery of dermatological care are likely to surface in the next 5 -10 
years. Loss of dermatology beds means that very few apart from the most urgent or 
difficult cases, or those with medical or social co- morbidities, are admitted for 
inpatient treatment ' H'. Many patients who would previously been treated as 
inpatients, now attend on a regular outpatient basis for phototherapy, courses of 
cytotoxic drugs or biological agents. Closing of dedicated dermatology beds has 
obvious implications for not only patients but also the specialised dermatological 
nurses that were previously managing these patients. An audit of the admissions to 
dermatology beds in Greater Manchester 2002 demonstrated that 87% patients 
benefited from admission and the dermatology life quality index improved. This 
study demonstrated the fact that inpatient treatment is effective and improves 
patient's quality of life `H '. New treatments, for example, the biologics for psoriasis, 
have lead to a larger cohort of patients that necessitate regular hospital follow up. 
There is also often pressure to reduce the number of review cases we are seeing in 
clinic and see more new patients. The emergence of independent intermediary 
services may mean that the spectrum of dermatological patients we see in clinic may 
be a little more complicated and more time -consuming than before. 
The diagnostic spectra of patients who have been referred have demonstrated 
significant changes over 25 years (Fig 12). The public education campaigns of the 
1980s resulted in a rapid rise in referral of patients with benign tumours for exclusion 
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of malignancy. The actual figures for new patients with skin cancers show an 
increase of nearly threefold, and overall attendances for benign and malignant skin 
tumours have increased six -fold since 1980. This will undoubtedly have an effect on 
the volume of surgical procedures undertaken. General practitioners have greatest 
difficulty in distinguishing benign from malignant lesions, with seborrhoeic 
keratosis, in situ and invasive squamous cell carcinoma proving the most 
challenging, which may lead to difficulties in grading and prioritising referral letters 
(Table 14). 
A study by Sowden et al of 292 seborrhoeic keratoses removed by general 
practitioners, dermatologists and surgeons revealed that the correct preoperative 
diagnosis was made in 5 of 44 (11 %) lesions removed by surgeons, 67 of 162 (41 %) 
removed by general practitioners and 70 of 86 (81 %) removed by dermatologists. 
Curettage was not performed by any surgeon who all favoured excision; one patient 
required a general anaesthetic. In view of the large numbers of seborrhoeic keratoses 
it is important that non -dermatologists receive adequate training in the recognition 
and management of these lesions. 
A variety of studies have demonstrated either that non -dermatologists perform 
poorly, or that their performance is inferior to dermatologists with respect to the 
evaluation and treatment of skin diseases. Pariser and Pariser ''" prospectively 
studied errors made by primary care physicians over a 20 -month period, and found 
319 errors made in 260 patients. Ramsay and Fox Hi' found that the mean score on 
examination of 20 colour slides representing the most common dermatoses was 54% 
for primary care physicians compared with 96% for dermatologists. Solomon et al 
conducted a similar study with family practice residents who obtained a mean score 
of 48% on a test of 20 colour slides, while dermatology residents obtained a mean 
score of 93 %. Federman et al I"' found that medical residents correctly diagnosed 
common cutaneous disorders only 43% of the time and that attending internal 
physicians diagnosed only 52% of cases correctly. Cassileth et al ``'" studied 
accuracy rates in the diagnosis of malignant melanoma. They found that only 38% of 
the non -dermatologists could correctly identify four or more of the 6 cases of 
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melanoma presented and that 58% were unable to diagnose dysplastic naevi. Gerbert 
et el ' examined the ability of primary care physicians to triage lesions suspicious 
for cancer. As with other studies, they found that dermatologist scores on a picture 
test were almost double those of the primary care residents. They also reported that 
the performance of primary care residents was positively associated with previous 
experience in dermatology. Similar results were obtained in a Spanish study 
where the overall diagnostic agreement between primary care physicians and 
dermatologists was 65.52 %. Primary care physicians were found to over diagnose 
disease caused by papillomavirus and the diagnostic sensitivity was very low for 
diseases such as basal cell carcinoma and seborrhoeic keratosis. 
Morrison et al compared the diagnoses of general practitioners and 
dermatologists over a selected period in patients with a possible diagnosis of skin 
cancer. Four hundred and ninety -three patients were seen by one of the two 
dermatologists over a year at a rapid referral clinic for patients suspected by their 
family practitioners of having unstable or possibly malignant skin lesions. The 
diagnoses of the family practitioners agreed with the diagnoses of the dermatologists 
on patients diagnosed clinically in 54% of cases. Histological proven skin cancers 
were diagnosed accurately in only 22% of cases by family practitioners, compared to 
87% of cases by dermatologists. Specific areas of diagnostic difficulty for family 
practitioners include benign pigmented actinic keratosis and seborrhoeic keratoses. 
While GPSIs may be better at diagnosing and managing skin cancers than the 
average GP they are still not as proficient as dermatologists "I' Moreover the 
performance of general practitioners' and other hospital specialists in removing basal 
cell carcinomas compares unfavourably with dermatologists. GPs perform 
significantly less well than dermatologists when diagnosing and excising BCCs, but 
appear equal in diagnostic skill and better at excision than other hospital specialists. 
Non -specialized GPs appear to perform as well as GPs with a special interest in 
adequately excising BCCs ' c'. A further study ' suggests that GPs were less 
accurate in their clinical diagnosis with 42.8% of their request forms including the 
eventual histological diagnosis, compared with 69.5% for dermatologists. Excision 
biopsies performed by GPs had the highest rate of margin involvement by tumour of 
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any specialities. Several studies have shown that dermatologists are more accurate in 
diagnosing pigmented lesions than GPs ' ' Experience suggests that public 
awareness has increased and general practitioner threshold for referral has fallen but 
there has been no reduction in the thickness of those melanomas diagnosed. The 
number of new patients seen each year has increased by over 230 %, although the 
proportion of patients with melanoma detected has declined 
Recent restrictions on the removal of benign lesions may contribute to future change 
but it is debatable whether these will to have a significant impact on our referral rates 
' This may lead to more minor surgery being performed in primary care. 
O'Cathain et al ' , studied the cost -effectiveness of GPs undertaking minor surgery 
in their practices in a prospective comparison of patients having minor surgery 
undertaken in 5 general practices over a 12 week period in 1989, and in the 
departments of dermatology and general surgery in a hospital setting over a 
contemporaneous 8 week period. There were no differences between the two groups 
in the reported rates of wound infection or other complications and only one general 
practice patient was subsequently transferred to hospital for specialist treatment. 
General practitioners sent a smaller proportion of specimens to a histopathology 
laboratory than hospital doctors (61% versus 90 %), incorrectly diagnosed a larger 
proportion of malignant conditions as benign (10% versus 1 %) and inadequately 
excised 5% of lesions. Performing minor surgery in general practice would seem 
cost -effective compared with a hospital setting. However, the risk of a general 
practitioner inadequately excising a malignancy and not sending it to a 
histopathology laboratory must be addressed and the conclusion regarding cost - 
effectiveness only applies where general practice is a substitute for the hospital 
setting and not an additional activity. 
More recently the MiSTIC trial concluded that the quality of minor surgery 
carried out in general practice is not as high as that carried out in hospital, using 
surgical quality as the primary outcome, although the difference was not large. There 
were clear deficiencies in GPs ability to recognise malignant lesions, and there may 
be differences in completeness of excision when compared with hospital doctors. 
This study suggested that a hospital based service is more cost effective. It was 
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concluded that further economic modelling work is required to look at the potential 
costs of training sufficient numbers of GPs and GPs with special interests to meet the 
demand for minor surgery safely in primary care, and of the alternative of 
transferring minor surgery large -scale to the hospital sector. There are several studies 
that consider the effectiveness of specialist nurses, as reviewed by Courtenay and 
Carey '. Various studies in patients with psoriasis and eczema describe 
improvements in quality of life (1 12-111' more effective use of treatments ' and a 
reduction in the number of follow -up patients seen by the dermatologist ' "" as a 
result of interventions by dermatology specialist nurses. There are also reports of 
specialist nurses providing outreach community dermatology clinics with 
positive patient and general practitioner feedback. In the larger study from 
Nottingham, a total of 1699 patients were seen in 18 months, of whom 28% required 
referral to the specialist centre ` ''. 
The positive impact of skin surgery by nurses on waiting times for surgery is 
documented by Godsell ' I L'. The introduction of nurse surgery services led to a 
reduction of eight weeks in the time from presentation to excision of the kin tumour 
in many patients. Satisfaction and patient outcomes were good in a study in 2004 that 
compared nurse and doctor surgery ' 1 , 1'. The authors of the latter study concluded 
that the use of the nurse surgeons did not compromise quality of care or patient 
satisfaction. 
Private practice dermatology appears a little different to NHS dermatology (Table 9). 
It is evident that the management of the chronic inflammatory disorders, psoriasis 
and eczema, is predominantly in the NHS. Most dermatologists will only do one or 
two sessions per week in private practice and with the more severe inflammatory 
skin conditions it is perhaps easier to deal with these as NHS patients where access 
when their skin condition is acute is perhaps easier. It is also easier to monitor 
patients more closely on second line agents in the secondary care setting. Allied to 
this the costs of treating patients with severe inflammatory skin conditions who may 
be on chronic expensive immunosuppressive treatments may prove difficult in a 
private health care setting. A lot of private clinics will not have access to 
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dermatological trained nursing staff or dedicated inpatient dermatology beds which 
makes treating these patients in the private sector difficult. It also appears in private 
practice that many more patients with viral warts or other benign lesions are being 
reviewed which is at odds with the NHS review cohort. With long NHS waiting lists 
and the pressure to keep new:review ratios low it may be easier to review lesions in 
private practice, added with the financial incentive for a review patient. Long NHS 
waiting times for patients with acne or rosacea may account for the large numbers of 
such patients seen privately. It is difficult to envisage reducing the ever -increasing 
referral rate when our results show that 57% of patients were referred due to 
diagnostic uncertainty and a further 38% for hospital -based treatments. 
In conclusion, there is no doubt that the number of new consultations has risen from 
12.6 per 1000 in 1980 to 21 per 1000 in 2005. Referrals from secondary care have 
almost quadrupled since 1980 and now account for 11% of new referrals. Fifty -seven 
per cent of referrals were for a diagnostic opinion and 38% for management advice 
or hospital -based treatments. The total number of patients referred with benign and 
malignant skin tumours has increased six -fold since 1980 and as a consequence, 
surgical procedures are undertaken in one in three new and one in 10 review patients. 
This is probably due to a real increase in the numbers of skin cancers over this time 
frame and increased public awareness regarding skin cancer which may lead to more 
patients consulting their general practitioner with skin lesions. One may also 
postulate with reduced training time general practitioners may also feel less confident 
about diagnosing skin lesions. This seems to be reflected in their ability to 
confidently diagnose lesions (Table 14) and so more patients may be referred for 
reassurance than in the past. Patients with eczema and psoriasis also account for one - 
third of outpatient clinic visits. This emphasizes the increasing demand from both 
primary and secondary care for provision of specialist dermatological services. 
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CHAPTER 4: DERMATOLOGICAL TRAINING OF GENERAL 
PRACTITIONERS 
4:1 INTRODUCTION 
Quality of care in medicine has become an increasingly important issue. In the 
United Kingdom we rely on the primary care physician to serve as a "gatekeeper ", 
thereby limiting access to specialist care. Controversy has arisen regarding the 
abilities of primary care physicians, particularly in dermatology, to serve as effective 
gatekeepers .Despite the apparent high prevalence of skin disease most 
general practitioners have received very little formal training in dermatology 
Undergraduate training in dermatology 
Undergraduate teaching in dermatology typically comprises about 2 weeks attached 
to a dermatology department which is inadequate to develop competence in the 
subject The dermatologists at Kings College Hospital have been proactive in 
ensuring that the diagnosis and management of skin disease retain a high profile 
throughout all levels of training. This, they say, begins at the undergraduate level, 
where enthusiastic, interactive teaching has fostered ambition in a significant number 
of graduates. At the postgraduate level, regular seminars are held for GP trainees, 
and most trainees take the opportunity to sit in on clinics during their vocational 
training ","'. McCarthy et al '" ' suggested that the current level of dermatology 
training at undergraduate level is inadequate to prepare future primary care 
physicians for their increased role in the management of skin disorders. They 
concluded that errors in diagnosis occurred frequently and when diagnoses were 
incorrect there was a tendency to mismanage: These junior doctors had had an 
average of three weeks total formal dermatology training. Overall, junior doctors 
diagnosed 60 % of cases correctly and 89% of these were treated appropriately or 
referred to the dermatologists. In 40 % of the cases however the junior doctor 
incorrectly diagnosed the cases, failed to refer patients to the dermatologist and the 
majority of these were treated inappropriately. Dermatologists felt that many more 
patients seen by the junior doctors may have merited a dermatology appointment. 
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Considering the referrals that would have been deemed appropriate by 
dermatologists, the junior doctor made only 62% of these. There were also 33% of 
referrals made by the junior doctors that were deemed unnecessary by the 
dermatologist. 
In the UK ' 
. 
', a questionnaire was sent to dermatologists responsible for organizing 
the teaching of undergraduate dermatology in each of the 24 medical schools in the 
UK. Replies were received from all schools. Nineteen of the 24 schools had already 
introduced integrated curricula and the others were changing more slowly. Some 
dermatology was included in the core curriculum in all schools. Nine schools used 
some problem -based learning in addition to other teaching methods, but problem - 
based learning predominated in four schools and in two of these schools, most 
students never met a dermatologist. In general, the conclusion was that dermatology 
had maintained a reasonably high profile in the new undergraduate curriculum, but 
dermatology experience was inadequate in four schools. A small study of 43 general 
practitioners in 2003 identified that four had no undergraduate training in 
dermatology, and 21 had two weeks or less Dermatologists should maximize 
opportunities for introducing dermatology into the curriculum by familiarizing 
themselves with the forces that are driving curriculum reform, participating in 
curriculum development, keeping abreast of changes in medical education and using 
opportunities for interdisciplinary teaching. Live patient sessions are still the most 
popular with students 1H2'. Effective clinical teaching requires planning and 
preparation as well as time for feedback and reflection, but successful clinical 
teachers will have learned to teach in short "bites ", making the most of teaching 
opportunities in the clinic and balancing the conflicting demands of patients, students 
and junior staff 
In 1993, the General Medical Council (GMC) recommended that all medical schools 
revise their curricula for undergraduate medical education and foster a more 
interdisciplinary collaboration in teaching. In accordance with these 
recommendations, new curricula have been introduced in U.K. medical schools. The 
schools have reduced the factual burden in curricula, and hence traditional 
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dermatology attachments may be curtailed, but new curricula have provided students 
with opportunities to pursue interests in depth in student -selected components. These 
changes present both opportunities and challenges for teachers of dermatology ''. 
In June 2006, new recommendations for the undergraduate dermatology curriculum 
were circulated to all medical schools 'I' '. An audit against these recommendations 
was published in 2007 and showed some encouraging results, but there was still a 
wide variation in what was included in the curricula " The authors concluded that 
there were some areas of good clinical teaching practice but that these needed to be 
extended to improve further the teaching and learning of dermatology in medical 
schools. A recent survey of UK final year medical students identified that 56% of 
the 449 respondents regarded the level of education in dermatology was sufficient 
but despite this, only 65% felt that they had the skills to adequately assess patients 
with skin disease while only 52% felt they had the skills to adequately manage them. 
Lynch's principles in 1965 for our goals in undergraduate teaching in dermatology 
are still very relevant ''. Our aims, he states, should be 
(1) To assist in the formation of a true physician 
(2) To encourage the development of scientific attitudes towards clinical 
medicine 
(3) To help the student learn enough about dermatology so that the 
undifferentiated graduate will be adequately prepared for later acquisition of 
whatever further specific dermatological knowledge may be necessary for his 
particular choice of professional activity 
(4) To teach in a manner which will attract students toward dermatology 
Postgraduate training in dermatology 
The findings that between 3 -18% of patients encountered in primary care has a 
dermatology problem and seventy five percent of these are cared for by primary care 
physicians without referral indicate that dermatology training should be an 
important component of primary care training programmes. It is desirable that such 
training focuses upon problems, procedures, and therapeutic modalities most likely 
to be of use. Although the balance between the number of primary care physicians 
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and number of specialists has been the subject of much attention, there has been little 
investigation of the quality and cost -effectiveness of various provider groups. 
Largely, dermatological care is rendered by primary care physicians. Dermatologists 
employ a more aggressive therapeutic approach to skin disorders than do primary 
care physicians. This may reflect the fact that dermatologists encounter more severe 
problems, have potential access to more potent treatments e.g. Roacuatane or that 
primary care physicians require additional training in dermatological topical therapy 
or more likely a combination of all these factors 
Branch and Wintroub reported skin disorders quite commonly in patients seeking 
primary health care from a general practitioner. They suggest that general 
practitioners have an important role in the assessment of skin disorders and that 
additional training might enhance their efficiency in caring for these disorders. Is 
teaching of dermatology however too dependent on dermatologists? 
A study performed in 1993 '' '' assessed the opinions of general practitioner 
representatives with regards to the importance and content of undergraduate training 
in dermatology for doctors entering general practice. 98.2% stated that they thought 
that dermatology should be part of the core curriculum. 96.9% thought that 
undergraduate experience in dermatology was essential for general practice. Many 
commented on the value of GP involvement/instruction in a general practice as part 
of the undergraduate dermatology course. Many mentioned further dermatological 
training for GP vocational trainees and course organizers came back to the theme that 
trainees entering general practice are ill- prepared for the dermatological problems 
that they face. Despite its low morbidity skin disease occupies a disproportionate 
amount of their time compared with other conditions including acute emergencies. 
Provision of post -graduate training courses for GPs and their registrars is inconsistent 
across the country. Ideally appropriate training for general practitioners should also 
be targeted at the range and severity of disorders that are actually seen in primary 
care rather than concentrating on those seen in hospital practice. 
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The Stiefel Skin forum is a clinical based meeting held 3 times per year sponsored by 
Stiefel Laboratories (U.K.) Ltd where dermatological patients are brought to the 
department for examination by the general practitioners. This meeting is extremely 
well attended with 70 -120 GPs attending each session. This type of clinical meeting 
take place in 23 centres in the UK and appear to be a good way of satisfying general 
practitioner learning needs at a postgraduate level. The feedback forms, which are 
completed after these meetings, seem to suggest that 
(1) GPs like to be able to spend sufficient time studying each case 
(2) Whilst GPs are interested in rare conditions overall there is a preference to 
see and discuss the more common skin disorders which they deal with in 
practice 
(3) Case history notes are useful as they can then refer back to them 
General practitioners are keen to be taught more about common dermatological 
conditions for example psoriasis, eczema, acne, skin cancers and vulval dermatoses. 
Kelly & Murray assessed the career paths of doctors who completed vocational 
training in the west of Scotland between 1968 and 1987 and their views on the 
hospital component of their training. Medicine, obstetrics, paediatrics, and 
dermatology were considered by those now in general practice and who had 
experience of them, as the most relevant hospital specialties. Dermatology was rated 
as the third most relevant hospital job. Only 11% (64/600) of the respondents, 
however, had actually worked in a dermatology department. 
Some attempt has been made to improve postgraduate training for general 
practitioners with the introduction of the new curriculum for general practitioners in 
training. Skin problems are represented as one of a number of curriculum areas 
which it is anticipated that general practitioner specialist registrars will complete as 
part of their specialist training but this area of the curriculum remains optional 
(Royal College of General Practitioners 2005) ''. This curriculum reflects the types 
of dermatological conditions encountered more frequently in primary care as detailed 
by our study Appendix 12 p150. 
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A novel web -based medical education programme in dermatology has been trialled 
in Italy. This was based initially on five simulated clinical cases of acne and a 
systematic appraisal of the evidence for their clinical management. A total of 500 
medical doctors participated including primary care physicians, dermatologists and 
medical specialities. This Dermofad programme was an efficient means of delivering 
CME to the Italian medical community at large ' '. With technological advances a 
web -based teaching facility may have use in the future. 
It is hoped that with the changes to the undergraduate curriculum and postgraduate 
general practitioner training in dermatology, there will be a raised level of knowledge 
and skills in dermatology in general practitioners over the next 5 -10 years. 
4:3 AIMS 
The aims of this study were (a) to detail local general practitioner experience in 
Lothian of dermatology teaching at undergraduate level and (b) to document any 
postgraduate dermatology training that they had pursued. Do general practitioners 
feel that dermatology is as important a specialty as others that are recommended as 
attachments for postgraduate vocational training? 
This is the first descriptive study to document general practitioners training and 
teaching in dermatology. It also attempts to document general practitioners opinions 
on the importance of dermatology training both during their undergraduate period 
and at postgraduate level. 
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4:3 METHODS 
A questionnaire was constructed exploring the dermatological teaching and training 
general practitioners had been exposed to (Appendix 13 p153). This was first piloted 
among individual dermatologists in the department for ease of use and 
comprehensiveness. The questionnaire was amended and then piloted again with 
local GPs in the area (Appendix 14 Amended questionnaire P156). A list of practice 
managers was obtained for the Lothian area. All 131 general practices in Lothian 
were included in the study which employed 583 individual general practitioners. All 
GPs in the practice were invited to participate, including registrars and part-time GPs 
excluding only locum GPs. Each general practice was identified by a number which 
allowed the response rate from individual practices to be determined. Individual 
general practitioners from each practice were not identifiable. Most questions were 
tick box answers. There was a free response box at the end of the questionnaire. The 
first mail shot was sent in November 2003. A period of 6 weeks was allowed for 
return of the questionnaires and a further reminder was sent this time only to 
individual practice managers to encourage completion of the forms. 
An item in the postal questionnaire asked respondents to state whether postgraduate 
training in dermatology is more important than, of equal importance to, or of less 
importance than, training in other specialities. Three specialities were chosen 
because these are recommended for general practice training at present namely 
obstetrics and gynaecology, paediatrics and psychiatry. Three further sub -specialities 
were chosen which are not essential for vocational training namely rheumatology, 
ear, nose and throat and ophthalmology. Using these data, the perceived importance 
of dermatology relative to other disciplines was formally assessed as follows by the 
statistician: - 
a) Responses relating to each speciality were assigned a numeric score thus: 
`more important' = 1; `equal importance' = 0; `less important' = -1. 
b) The numeric scores at (a) were summed up for each respondent. This yielded 
an integer quantity whose value ranged from 6 (dermatology training deemed 
to be more important than all other specialities) to -6 (dermatology less 
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important than all other specialities). A value of zero indicated that 
dermatology was considered of equal importance to the other specialized 
areas. 
The postal questionnaire also asked whether the respondent had received any formal 
postgraduate training in dermatology. A further question enquired as to whether or 
not there had been any factors which may have prevented the doctor from pursuing 
dermatology postgraduate training. Each of these factors was looked at individually 
to ascertain if they were associated with non -pursuit of postgraduate dermatology via 
logistic regression by the statistician. A logistic model was constructed in which 
receipt of postgraduate dermatology training (coded 0= received, 1= not received) 
was predicted by binary indicators representing 
Difficulty covering clinical commitments 
A lack of suitable courses 
The absence of any interest in the topic 
Other factors 
Each of the above was coded 0= not applicable, 1= applicable. The model also 
incorporated a term representing the doctor's length of service (in years), since 
doctors who have greater length of experience will by definition have had greater 
opportunity to pursue postgraduate training. The inclusion of a variable representing 
age or length of service was adjusted for this effect. The gender of the doctor was 
also included. 
General practitioner perception of the importance of dermatology may differ 
depending on their length of service, type of general practitioner. The following 
questions were therefore asked. 
Do GP Principals view dermatology training as more or less important than 
general practice trainees? 
Do GP trainers hold a different view of the importance of dermatology 
training from non -trainers? 
Does length of service in general practice influence the degree to which 
dermatology training is seen as important? 
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Questions such as these were addressed by constructing a statistical model by the 
statistician in which responses to the question `Do you think a programme of 
teaching in dermatology for GPs is: very important / important / not important ?' were 
predicted in terms of the type of GP; the length of service in general practice; and the 
gender of the GP. The latter is relevant because there are indications that female 
patients present with skin -related conditions more frequently in general practice than 
males. Since women doctors tend to see higher proportions of female patients than 
male doctors do it is reasonable to hypothesize that a female GP may hold a view of 
the importance of dermatology training which differs from that of male colleagues. 
Although the questionnaire presented three response options, only two ( "important" 
and "very important ") were used by the respondents. Consequently, the responses 
reduced to a binary contrast which can be modelled via logistic regression (coded 0= 
important, 1= very important). 
Do GPs' perceptions of their competence in managing specific classes of skin 
condition relate to the receipt of formal postgraduate training in dermatology? The 
questionnaire data allow us to investigate whether the extent to which GPs feel 
competent to manage specific classes of skin condition is related to whether or not 
they have received formal postgraduate training in dermatology. Perceived 
competence is captured in questionnaire Item 30 (`do you feel comfortable at 
managing dermatology conditions ?'). The classes of skin condition specified are 
Pigmented lesions 
Other skin lesions 
Psoriasis 
Eczema 
Infections and infestations 
Blistering diseases 
Paediatric dermatology 






For analytical purposes, responses were dichotomised by the statistician at YES vs. 
all others (i.e. full competence at managing the condition as against all lesser degrees 
of competence). Flaying done this, the number of YES replies (number of full 
competencies) was summed up, yielding an integer value between 0 (competent at 
managing none of the specified conditions) to 7 (competent at managing all specified 
conditions). This was then modelled as an ordinal outcome (that is, a quantity which 
has a natural ordering but can only assume a small number of discrete values) via 
logistic regression. Also included as predictors were the type of GP, the gender of 
the GP and the doctor's length of service in general practice. 
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4:4 RESULTS 
Undergraduate experience of dermatology 
Three hundred and ninety two replies were received which represents a response rate 
of 67 %. Equal numbers of male and female general practitioners responded (194 
male respondents and 198 female respondents). The type of GP and the number of 
years the GP had been in practice was also recorded (Figs 15 & 16). The type of GP 
answering the questionnaire is entirely representative of the types of GPs in the 
community. 
There was a good mix of principals, trainers, non -principals and GP trainees. If the 
respondents had been predominantly GP trainers it is possible that they may have a 
very different opinion regarding the importance of dermatology education than GP 
principals. Fourteen practices (11 %) were non -responders. There were equal 
numbers of responders in city and rural practices. 79.1% (310) GPs had graduated 
from a Scottish university (Fig 17). Most GPs had completed their undergraduate 
course a number of years previously so 37.5% (147) were not able to recall or failed 
to answer the question as to how long their undergraduate dermatology course was 
and 26% (100) could not recall in which year of their course this training had taken 
place. Of the respondents 86.5% (212) had between 1 and 4 weeks undergraduate 
teaching in dermatology usually in their 4th or 5th year (90.2 %). This predominantly 
took the form of lectures and clinical attachments 81.4% (298). A small proportion of 
GPs 2.9% (7) had had no undergraduate training in dermatology (Figs 18 -20). 26% 
(102) felt that dermatology should be confined solely to the undergraduate medical 
curriculum.7I% (277) felt that dermatology was not only an essential part of the 
medical core curriculum but should also be taught at postgraduate level. 1% (4) 
general practitioners felt there was no place for dermatology in the core medical 
curriculum and that it should be taught only to those interested at postgraduate level. 
2% (9) of GPs failed to answer this question (Fig 21). It is possible that if general 
practitioners had an interest in dermatology that they may perceive it to be of more 
importance than if they did not. Nonetheless the majority of general practitioners still 
felt that it should be part of both undergraduate and postgraduate training. 
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Confined solely to Postgraduate level Postgraduate and 
medical only for those who undergraduate 
curriculum are interested level 
When should dermatology be taught? 
No answer 
Postgraduate experience of dermatology 
11% (43) of GPs had had formal postgraduate training in dermatology, 3% did not 
answer the question. Of the remaining 86 % (340), who had not had formal 
postgraduate training in dermatology 90% (306) of these had voluntarily enrolled on 
a dermatology course or attended the evening clinical meetings (Figs 22,23). General 
practitioners were asked to decide whether the opportunity to pursue dermatology 
training for them at postgraduate level was very important, important, or not of great 
significance. All GPs either concluded that dermatology training at a postgraduate 
level was very important (40.3 %) or important (56.6 %) (Fig 24). Two hundred and 
twenty one GPs (79.5 %) felt the most appropriate time for postgraduate dermatology 
training was at ST3 (registrar) level (Fig 25). General practitioners also indicated that 
they would value five yearly updates in their knowledge. General practitioners were 
asked to judge the importance of postgraduate dermatology training in comparison to 
other sub -specialities. A Wilcoxon Signed Rank Test was performed by the 
statistician to test the null hypothesis that the average value of the summed quantity 
was zero (denoting equal importance). This returned p = 0.36, leading to the 
93 
conclusion that postgraduate training in dermatology was considered overall to be 
neither more nor less important than training in other specialized areas. 
None of the factors included, the gender of the doctor, her /his length of service, and 
the four specific `hindrance' reasons (difficulty covering clinical commitments, a 
lack of suitable courses, absence of any interest in the topic, other factors determined 
by the individual general practitioner) was found to significantly predict the non - 
receipt of postgraduate training in dermatology. The p values for all predictors were 
0.30 or greater. From this, it was concluded that the failure of doctors to pursue 
postgraduate training in dermatology does not appear to be related to any of the 
factors considered here; rather, other explanations must be sought. 
Regarding the general practitioner perception of the importance of dermatology 
training: although three response options were provided for the `importance' 
question (very important / important / not important), the latter was not, in fact, 
selected by any respondent. Of the 378 valid replies to this item, 220 (58.2 %) 
selected `very important', while 158 (41.8 %) chose `important'. Thus, the responses 
were reduced to a binary quantity (very important vs. important) by the statistician, 
and this was modelled via logistic regression with the following predictors, type of 
GP (principal, principal trainer, trainee and non -principal), years of service in general 
practice and gender of GP. All predictors were non -significant at the conventional 
5% level (all p values were 0.10 or greater). It was thus concluded that GPs' 
perceptions of the importance of dermatology training are not significantly related to 
the type of GP, gender, or length of service in General Practice. 
Receipt of postgraduate training in dermatology emerged as a highly significant 
predictor of the number of competencies reported (p < 0.001; odds ratio estimate 3.8; 
95% confidence interval 2.9 - 7.0). This result indicates that having received 
postgraduate training in dermatology was positively associated with doctors' 
perception of their own competence at managing certain classes of skin condition. 
The model also indicated that the gender of the GP was a significant predictor of 
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self -assessed competence (male relative to female: p = 0.01; odds ratio estimate 1.7; 
95% confidence interval 1.1 - 2.6). 
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The following few pages are a summary of the free response comments made by the 
general practitioners at the end of the questionnaire. 
Free Response Positive Comments 
"Dermatology is given too little importance considering its importance in general 
practice" 
"You cannot be a GP and not have an interest in dermatology" 
"Dermatology is equally as important as all other specialties but the clinical outcome 
is never usually severe so people in general attach less importance to it. Perhaps the 
irony of this is that it is often more visible than other medical problems" 
"Dermatology knowledge is vital for general practice: You need a sound knowledge 
base" 
"I would like to have had more formal post -graduate training in dermatology" 
"Nothing can replace seeing lots of patients in clinics" 
Free Response Negative Comments 
"Teaching was poorly organized at undergraduate level and there were too many 
students" 
"Dermatology appeared to have a low priority and was not perceived by medical 
students as all that important" We were told that it was unlikely to be tested in finals 
so most of us didn't learn any. 
"Our dermatology attachment was very close to finals: so we had other important 
things on our minds" 
"You mean derma holiday: The attachment was a useless week: I should have gone 
on holidays" 
"I can't remember being at any dermatology clinics 
"I remember being sent to coffee a lot, taught very badly and not properly examined 
so there was no necessity for us to learn any dermatology" 
"Undergraduate teaching in dermatology was not enthusiastically taught by the 
consultants" 
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"I don't think I saw any dermatological patients that would have been useful in 
general practice" 
"One could argue that most of the undergraduate curriculum does not have much 
relevance for general practice" 
"Postgraduate courses are run by specialists which are often not relevant" 
"Dermatology courses are too didactic: they need to be more patient- orientated" 
"Having a partner in the practice with a special interest in dermatology can be 
deskilling as you tend to refer to that partner and it is easy to refer all dermatology 
problems to them" 
"The biggest obstacle to training is TIME" 
Ideas fir Service Improvement 
"Our case load differs so much from hospital dermatology patients" 
"Current out -patient waiting times for dermatology referrals is totally unacceptable" 
"The long time delay between referral and consultation makes it very difficult to 
learn from a referral" 
"More community nurse specialists would be good" 
"I think dermatologists should spend some of their training in primary care- by the 
time you get to see our patients you see a very different clinical picture" 
"The formal advice service by E -mail is a great idea" 
"I have trained as an SHO in dermatology- even though I feel I'm relatively expert I 
often refer because the patient demands a specialist opinion. Referral rates do not 
necessarily reflect your level of expertise" 
"We desperately want more training in dermatology but at present it is not a political 
priority: it will not become important until it is identified as an unmet learning need" 
"I would much prefer to sit in clinics absorbing the way dermatology patients are 
managed rather than attending lecture -based teaching" 
"I think an afternoon in OPD clinic would be most useful: no formal teaching just 
observing" 
"The Skin Forum is the best of all for practical relevant learning" 
"I would prefer a shorter more clinically orientated course, perhaps in the evenings" 
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"I learn best by experience most courses do not offer this method of teaching" 
"Experience and good letters from consultants are the best learning tools" 
"Postgraduate training designed by a 50:50 dermatologist: GP would be excellent" 
"Internet teaching or CD ROMs may be useful if people have family commitments" 






Skin disorders affect between one- quarter and one -third of the population at any 
time and 3 -18% of general practitioner consultations are related to the skin. There is 
no compulsory vocational training in dermatology for GPs in the UK and the core 
medical curriculum in some universities is lacking in adequate dermatology training 
Undergraduate training in dermatology: 
General practitioners are of the opinion that dermatology should remain an essential 
part of the undergraduate medical curriculum. It may be important to increase or 
maximise resources for undergraduate teaching. We should perhaps encourage 
doctors to teach who have an interest in teaching and value this commitment to 
teaching by decreasing their clinical commitments. It is important to have formal 
examination processes during undergraduate dermatology attachments and during 
student final examinations. The principles of adult learning ' ' determine that adults 
are "relevancy orientated" and must see a reason for learning something new. Adult 
learners are also practical and focus on the aspects of a lesson most useful to them in 
their work. They may not be interested in learning for its own sake. Dermatology 
will retain its place in medical school curricula provided that dermatologists keep 
abreast of trends in medical education, seize opportunities to teach, participate in 
medical school assessment such as final examinations, share ideas and maintain links 
with other specialties. In the document "teaching opportunities for undergraduate 
dermatology in the UK" published by BAUTOD ' "'' they state that "In view of the 
fact that a high proportion of GP consultations are for dermatological conditions, it is 
extremely important that all undergraduates have a minimum core of dermatological 
knowledge at the time of graduation, even if a greater component of dermatology is 
in future introduced to general practitioner postgraduate training ". 
Postgraduate training in dermatology: 
Provision of postgraduate training in dermatology for general practitioners is 
inconsistent across the UK. General practitioners are keen to have more opportunity 
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to experience dermatology postgraduate training and teaching. They recognise the 
importance of dermatology training and are more confident at managing 
dermatological conditions with formal training. Dermatology is not routinely 
included in the hospital specialities that general practitioners rotate through during 
specialist training. This means that most general practitioners will not have had any 
postgraduate attachments to the dermatology department. If dermatology were 
included in general practice training schemes this would ensure that more general 
practitioners had exposure to dermatology. General practitioners recognise their 
clinical dermatological workload differs from that of the secondary care unit. 
Clinical teaching ran jointly by a general practitioner and dermatologist during the 
general practice training scheme would appear to satisfy general practitioners 
learning requirements The preference for general practitioners is to be exposed to 
live patients in contrast to traditional lecture based teaching methods. 
The Quality and Outcomes Framework (QOF) is a voluntary annual reward and 
incentive programme for all GP surgeries detailing practice achievement results. At 
present there are no QOF points for dermatology in the GP contract. There is 
therefore no financial incentive for GP practices to improve their dermatology 
services. Proposals for the inclusion of dermatology in the QOF have been put to the 
QOF review team. If these proposals do come into effect this may encourage general 
practitioners to improve the dermatological care offered to their patients. Inclusion of 
QOF points for dermatology patients may help stimulate interest in attending formal 
postgraduate dermatology training opportunities. 
General practitioners with a special interest in dermatology have recently attracted 
much attention. GPSIs with an interest in dermatology may be able to deliver a 
dermatological service in the community ''` ' ". GPSIs work best when they are fully 
integrated with local specialist dermatology services. There is debate about the cost 
effectiveness and quality of care offered by these models of care. Despite BAD 
guidance `' as to the training that GPSIs should have, there is considerable 
variation in training across the country ' '' .There is also evidence to suggest that 
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some knowledge may actually increase referral rates to secondary care which may 
be entirely justified. 
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Chapter 5: Conclusions and 
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CHAPTER 5: CONCLUSIONS AND RECOMMENDATIONS 
Primary care: 
Despite the high prevalence of skin disease in the community, most general 
practitioners have received very little formal training in dermatology. The alternative 
to the present system where the GP is the gatekeeper is a system similar to the USA 
or Europe. In this situation the patient self -refers directly to dermatologists in the 
community who in turn refer to colleagues in secondary care for more complicated 
treatments. At present however there are insufficient dermatologists trained to 
provide this level of service. There has been a move to deliver better quality of "care 
closer to home" ' by a number of means. Community clinics are currently being 
undertaken by consultant dermatologists. With the emergence of the Tier 2 Clinical 
Assessment and Treatment Centres (CATS) more GPSIs are offering intermediary 
services in the community. The effects of the CATs schemes are to (a) create an 
additional step in the patient journey, increasing potential waiting times and reducing 
patients choice, (b) reduction in the likelihood of accurate diagnosis, (c) undermining 
of the financial viability of secondary care dermatology departments, making some 
unsustainable and (d) undermining the role further of the primary care physician and 
removing any incentive for them to expand their knowledge of dermatology. How do 
we best manage dermatological patients in primary care? It would seem reasonable 
to focus GP training in dermatology on the common skin conditions in primary care, 
namely eczema, infective skin conditions and benign tumours: this would cover at 
least 50% of the GP dermatology workload and thus approximately 4% of GP overall 
workload. This will not alter the referral rate in the short term but with concentrated 
efforts may in the long term lead to reduced referrals and better management of these 
patients in primary care. The low frequency of malignant tumours seen in primary 
care inclines one to endorse the NICE guidelines " which recommend that the 
management of most skin cancers should be in secondary care. Concentrating 
education programmes on the differentiation of benign from malignant skin tumours 
may also be helpful in reducing unnecessary secondary care referrals. 
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A financial incentive in the New GP contract for the management of dermatological 
patients may go some way to helping encourage general practitioners to focus their 
attentions on these patients which might in turn lead to better management of these 
conditions. To have dermatology rotations more commonly featured in the general 
practice hospital component of training would ensure greater exposure of 
dermatology. This may lead to a better management of these conditions in primary 
care. 
We may be able to use dermatological nurses or allied health care professionals who 
have had training in dermatology to deliver more dermatological care in the 
community. It may also be possible to foster good working relationships between 
primary care nurses and dermatological nurses in secondary care. This relationship 
may lead to dissemination of information which may better help manage 
dermatological patients. Eczema represents a significant workload for the general 
practitioner constituting 22.5% of all patients seen with a dermatology condition, 
44% of patients who frequently attend their general practitioner and 26% of all 
hospital referrals. It may be feasible to have an "eczema nurse" ' in primary care, 
similar to asthma nurses and diabetic nurses. Primary care nurses would probably 
need considerable support from secondary care. Cox and Bowman ' 1 circulated a 
questionnaire to community nurses treating dermatological patients. 14 out of 69 
(20 %) either treated children or gave advice to parents regarding childhood eczema, 
11 (16 %) treated psoriasis, 55 (80 %) treated leg ulcers, and 30 (43 %) treated other 
dermatological problems. Specific questions regarding confidence to treat or educate 
were analyzed in relation to the tasks being preformed. 85% (47/55) treating leg 
ulcers were confident about their ability to apply four -layer bandaging. However, 8 
out of 11 (72 %) respondents treating psoriasis were not confident about their ability 
to treat scalp psoriasis, 11 out of 14 (79 %) of those treating childhood eczema were 
not confident about applying body- suiting, and 26 out of 36 (72 %) of those treating 
eczema, were not confident about their ability to recognize infection as a cause or 
complication of dermatoses. The average community nurse actually deals with 
relatively few dermatology patients each week (mean 5.4), of whom nearly half 
(49 %) have leg ulcers. The favoured educational modalities were visits to the local 
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dermatology department (60/69, 87 %), availability of a dermatology Nurse 
Practitioner or Liaison Nurse, or access to a hospital nurse -run dermatology clinic 
(both 44/69, 63 %), or attendance at courses (36/69, 52 %). Community nurses have 
an important role in treating and educating patients who may not require or be able to 
attend hospitals for treatment; they will achieve this best by provision of relevant 
locally based education, with allocation of adequate study time. The majority of 
nurses treating skin conditions work in general practice, are highly qualified, and 
have a wealth of clinical experience. Dermatology nurse training is inconsistent. A 
small number of nurses do not feel confident in their prescribing practice ' To 
relocate our trained dermatological nurses from secondary care has obvious 
implications for the delivery of the service. Primary care may not offer the same 
support network as a large dermatological unit and thus job satisfaction may be 
affected. 
If we were to train more dermatologists to work similar to the system in USA and 
Europe it may be necessary to have two separate training routes for dermatologists. It 
would be important to train the community dermatologists in the management of the 
more common primary care dermatological diagnosis. The number of dermatology 
trainees however is likely to decrease in the next few years. The dichotomy in 
working environment may also lead to recruitment difficulties when attracting 
dermatology trainees. With all of these suggestions many hurdles will need to be 
overcome. More focused training of general practitioners allied with a change in the 
GP contract and addition of dermatology as a hospital speciality during GP 
vocational training may be the most sensible option. 
Secondary care: 
There is no doubt that our referral rate has increased significantly in the last 25 years 
from 12.6 per 1000 in 1980 to 21 per 1000 in 2005. Referrals from secondary care 
physicians have quadrupled since 1980 and now account for 11% of our new 
referrals. Secondary care faces some similar issues to those in primary care. We are 
struggling to find capacity to deal with increasing referral rates. How do we best deal 
with the referrals that we are receiving and attempt to meet targets without 
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compromising quality of care? A change in the way we practice may increase our 
capacity. In 1983 there were a large number of referrals to the dermatology 
department in Edinburgh for treatment of viral warts. Following the introduction of 
liquid nitrogen to general practices referrals for viral warts have almost completely 
disappeared. It is thus possible to train general practitioners to better manage 
conditions in primary care rather than refer them to hospital clinics. If general 
practitioners had the ability to confidently diagnose benign lesions in primary care 
and treat these surgically this would decrease our referral rates. 
A restructure of our clinic templates may help process patients more efficiently. The 
proportion of lesions has increased over the years and those patients with lesions can 
be processed quicker than general dermatology patients. Most units will have rapid 
access clinics for processing urgent referrals deemed to be skin cancers by the 
general practitioners but there is no evidence to suggest that these clinics have a 
higher rate of detection of skin cancer. Some units have therefore begun to process 
all lesions through the same clinic as opposed to just the lesions the GP referred as 
urgent. If general practitioners are aware that this is a change in how we are 
processing lesions it may prompt an attempt at a definite diagnosis. However, we 
must be aware that hospital waiting lists have a degree of self -regulation and may be 
resistant to shortening because reductions in length may generate increase in referrals 
Teledermatology is in particular vogue at present and may be viewed by policy - 
makers as a quick -fix tool for managing increased demand for specialist dermatology 
care. A degree of caution must be exercised. In the UK over the previous decade 
there have been numerous attempts at introducing and using teledermatology; 
however, the development of teledermatology as routine service provision remains 
limited 
' It has been suggested that teledermatology should be used in caution for 
patients with suspected malignant pigmented lesions and is also deemed to be 
less accurate to in- person dermatology for non -pigmented lesions ' ' '. Most recently 
a position statement on teledermatology has been released by the Scottish 
Dermatological Society '' It was concluded that teledermatology was a useful 
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adjunct to service provision in remote sites but not a substitute for face to face 
consultation. 
With increasing technological advances it is possible that new technology will be 
used to deliver dermatological care more efficiently. There have been studies looking 
at images taken from mobile phone cameras and comparing the diagnosis with face 
to face dermatological consultations ' ] Mobile phones have also been used to 
support self -management of patients suffering from psoriasis successfully 
Increased utilization of our secondary care dermatology nurses is perhaps another 
way we can deliver our service more efficiently. It has been shown that eczema 
workshops are helpful in the management of childhood atopic eczema. There 
appeared to be greater adherence to eczema management in the patients attending the 
nurse -led eczema workshop compared with the dermatologist -led clinic ' H '. There is 
also scope to develop the nurse biopsy role which has been recommended by the 
All Parliamentary Group on Skin (2003). Nurses frequently play lead roles in the 
diverse range of models of care that exist in dermatology. Many units have nurse -led 
systemic clinics, skin cancer screening clinics and surgical lists with governance 
facilities in place which are an addition to the service '. There are a few areas that 
need further research e.g. the cost -effectiveness of nurse -led care, and extended 
independent and supplementary nurse prescribing in dermatology, that point to the 
need for further rigorous evaluation '' 
The emergence of walk -in centres has the potential to change the mix of 
dermatological conditions that may present in secondary care. Little is known about 
the dermatology case profile of such patients in these intermediary services. One 
study examined the dermatological conditions presenting in the first two years of one 
centre opening, where 21% of all patients had a skin -related problem. Most patients 
presented with a rash (89 %). No physical treatment was required in 77% of patients, 
and 49% were advised to seek secondary care dermatological help. A significant 
number of patients with dermatological conditions seem to be accessing these centres 
ICAT centres are also in operation throughout the UK where GPs will refer 
108 
dermatology patients directly to an intermediate community service often ran by 
GPSIs with an interest in dermatology rather than secondary care. The aspiration 
behind these centres was to decrease the number of referrals that needed to be made 
to secondary care however there have been some suggestions that these centres only 
fulfill an unmet need for dermatological consultations in the community and have no 
influence on the referral rates to secondary care ' 
Demands for guidelines in dermatology care are frequent but do they actually 
achieve better care or improve selection of referrals? One study suggested that there 
was a 40% increase in the number of appropriate referrals immediately after the 
introduction of guidelines but this was not sustained 2 years later' Five common 
conditions accounted for two- thirds of inappropriate referrals before and after the 
guidelines were sent. The need for continued general practitioner education in 
dermatology to reinforce referral guidelines is demonstrated. It seems that although 
initially they may improve the quality of referrals to dermatology, the numbers of 
patients referred also increases, suggesting that there may be a large unmet need for 
treatment of skin disease in the community. 
We need to ensure that other physicians and the public are aware of our training and 
skills. A BAD study in 2007 found that one in five adults incorrectly believed that 
dermatologists conduct treatments like facials, tanning, waxing or facelifts "l'. This 
study was performed in the light of current threats to dermatology care. There are 
many instances when dermatologists work closely with allied specialities e.g. in the 
management of skin cancers. These relationships also need to be fostered so as we 
are aware of each other's strengths. There are other areas that as dermatologists we 
may be best served to advise the public e.g. advice on cosmetic procedures. Any 
change in service delivery will require close collaboration between primary and 
secondary care and a clear understanding of the issues that both sectors are facing. 
RECOMMENDATIONS 
Patients with skin disease (and their carers) need to feel confident that, whoever 
manages their problem, the required knowledge, skills and competency to deliver the 
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care has been demonstrated. The evidence presented demonstrates that there is an 
inverse training law operating in dermatology: where the need is greatest, with skin 
problems being one of the commonest problems seen in primary care, the degree of 
training is least. A small number of highly trained individuals see 6.1% of all patients 
presenting with skin problems each year whilst the remaining 93.9% are seen by 
health care professionals who through no fault of their own, have had very limited 
training in the diagnosis and management of skin problems. There is a need to move 
towards a more pyramidal service structure that encompasses several layers of 
different professionals with varying degrees of knowledge and skills to match 
population needs more appropriately. 
Undergraduate dermatology 
With a large percentage of the population experiencing a skin problem 
requiring medical intervention each year it is essential that undergraduate 
medical training in dermatology is improved. 
Adults are goal orientated learners who will learn if that experience has 
relevance and meaning to their current context. We therefore need to continue 
to examine medical students in dermatology following attachments, and in 
the final MB examination to encourage medical students to spend time 
learning dermatology. 
Postgraduate dermatology 
Whilst the new RCGP curriculum document entitled Skin problems is a 
welcome development setting out a required knowledge base for general 
practitioners in training relating to skin symptoms and common skin 
conditions, it could be improved by tightening the link between the 
curriculum content and the problems presenting in primary care. 
There remains no obligatory requirement for formal training in dermatology 
during the three year general practitioner specialty registrar training period 
(Royal College of General Practitioners 2005), although innovative posts 
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with exposure to relevant sub -specialities such as dermatology are 
recommended. 
There is currently no incentive for postgraduate doctors to learn dermatology 
as it has been removed from the PACES examination. If it was reinstated as a 
potential area of examination it would encourage postgraduate physicians to 
learn some dermatology at this level. 
Despite good intentions, it would appear that there remain no formal 
requirements for either postgraduate training or assessment of learning 
outcomes against the curriculum that relate to skin problems. 
Primary care 
The information in this thesis could provide the basis for a general 
practitioner specialist registrar curriculum that reflects the case mix 
presenting to general practitioners. 
The need for all general practitioners to have training and assessment of 
knowledge in diagnosis and management of skin disease should be reviewed 
in the light of overwhelming data of the high prevalence of skin disease. 
Common skin conditions seen in childhood such as atopic eczema need to be 
included in the knowledge base of the general practitioner curriculum relating 
to children and young people. 
We need to ensure, as far as possible, that dermatology teaching is clinically 
orientated and relevant for general practitioners and allied health care 
professionals alike. 
We should encourage dermatology attachments as part of the GP vocational 
training programme 
All nurses should receive an educational programme that includes 
information about skin conditions in particular for the practice nurses 
focusing on the management of leg ulceration, eczema and the recognition of 
malignant skin lesions as these are the dermatological conditions they are 
most likely to encounter. Nurse training like general practitioner training 
needs to be tailored to the skin conditions that they regularly encounter in day 
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to day practice. Relevant teaching and assessment programmes should be 
consolidated /developed to meet this need. 
It may be advisable to use the expertise of the secondary care dermatological 
nurses in the teaching and training of the primary care nurses in the better 
management of dermatological patients 
Clinical referral guidelines might aid general practitioners manage 
dermatology patients in primary care and refer patients to secondary care 
more appropriately 
If dermatological conditions attracted QOF points or GPs were incentivised 
in some way to provide dermatological treatment this would encourage 
general practitioners to invest more time in dermatological training. 
Secondary care 
We need to utilise more effectively our nurses and allied health professionals 
to complement the existing service 
Dermatology specialist nurse roles need clarification using the knowledge 
and skills framework 
Accreditation frameworks for general practitioners with a special interest in 
dermatology should be implemented. The role of these clinicians in teaching 
and training other primary care professionals should be emphasised. 
Opportunities to develop the role of experienced speciality and Associate 
Specialist doctors in the teaching and up- skilling of primary health care 
professionals should be considered. 
We need to think about changing the clinic structures and templates to reflect 
the increasing burden of skin lesions and introduce rapid lesion assessment 
clinics which can throughput more new patients than a general dermatology 
clinic. 
Increased dermatological education for other secondary care physicians might 
help impact on the 11% of dermatological referrals that come from secondary 
care. 
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 Consultant dermatological training may need to be flexible and reflect the 
way services are changing in relation to the population needs. 
There may be an argument for increasing training posts in dermatology to 
train more consultant dermatologists to manage our patients. 
We need to ensure that we publicise our role and skills to the general public 
and other physicians so as when patients are making choices about where best 
to access dermatological care they are aware of the training and qualifications 
of the relevant individuals and are in a position to choose the most 
appropriate tier of service for their condition. 
A process of accreditation of dermatological units would help commissioners 
decide where best to access good dermatological care 
All these recommendations have been made with the current research that we have 
available. However there are a few areas where further research may enable us to 
better advise where best dermatological care could be accessed. There is a need for a 
prevalence study of dermatological conditions in the community that includes 
information on disease severity and quality of life and current use of dermatological 
services. This would help determine the hidden prevalence of dermatological 
conditions. We need better data capture systems to capture data regarding the types 
of dermatological patients accessing all levels of the NHS care pathway. Further 
research is also needed to evaluate the potential health gain of various health care 
professionals delivering dermatological care in different service models. We also 
need further information on how and when best to train generalists in the 
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4 Consultant information recorded on the frequent attendees 
5 GP information leaflet (Primary care study) 
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Skin Problems (2007) 
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Total patient population: 492,963 
Target sample size (10 %): 49,296 
Actual sample size (11.7 %): 57,742 
Number of practices: 7 
West Lothian 
Total patient population: 164,634 
Target sample size (10 %): 16,463 
Actual sample size (11.5 %): 18,929 
Number of practices: 2 
Mid -Lothian 
Total patient population: 83,984 
Target sample size (10 %): 8,398 
Actual sample size (15.4 %): 13,011 
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Number of practices: 2 
East Lothian 
Total patient population: 94,166 
Target sample size (10 %): 9,417 
Actual sample size (15.9 %): 14,939 
Number of practices: 2 
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EDINBURGH 
El V Dalkeith Road Medical Practice, 145 Dalkeith Road Edinburgh EH16 5HQ 
E2 R Colinton & Oxgangs Surgery Craiglockhart Surgery, 161 Colinton Road 
Edinburgh EHl4 1BE & 1 Oxgangs Path Edinburgh EH13 9LX 
E3 R Blackhall Medical Centre, 51 Hillhouse Road Edinburgh EH4 3TH 
E4.R The Long House Surgery, 73 East Trinity Road Edinburgh EH5 3EL 
E5 R Liberton Medical Group, 65 Liberton Gardens, Edinburgh EH 16 6JT 
E6 V Cramond Medical Practice, 2 Cramond Glebe Road Edinburgh EH4 6NS 
E7 R Mayfield & Portobello Surgeries Conan Doyle Medical Centre, 4 Nether 
Liberton Lane Edinburgh EH16 STY & 265 Portobello High Street EH15 2AW 
WEST LOTHIAN 
WL1 R Strathbrock Partnership Centre, Broxburn West Lothian EH52 5LH 
WL2 V Howden Health Centre, Howden Road West Livingston EH54 6TP 
MID LOTHIAN 
ML1 V The Robertson Medical Centre, Dalkeith Medical Practice, 85 Newton 
Church Road Danderhall EH22 1LX 
ML2 V Strathesk Medical Group, 109 -111 High Street Bonnyrigg EH19 2ET & 
Sutherland House 209 Mayburn Avneue Loanhead EH2O 9ER 
EAST LOTHIAN 
EL 1 V The Medical Centre, Queens Road Dunbar EH42 lEE 
EL2 V East Linton Surgery, Station Road East Linton East Lothian EH40 3DP 
R= Randomly chosen practice 
V= Additional chosen practice 
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For each of the four areas, we can compare the sample selected against the 
unselected portion of the patient population in terms of (a) age distribution and (b) 
receipt of deprivation payments. The Department of Health introduced a new 
deprivation payments system for general practitioners (GPs) on 1 April 1999. 
Following a three -year phasing -in process, registered patients will attract deprivation 
payments based on the underprivileged area (UPA) score of their enumeration 
district (ED) of residence. These comparisons are shown in the following four tables: 
EDINBURGH 




84.1 7.6 8.3 8.0 
Sample 
Unselected 86.2 7.3 6.5 11.6 
WEST LOTHIAN 




90.0 6.4 3.7 4.1 
Sample 
Unselected 88.5 6.9 4.6 3.6 
MID LOTHIAN 




84.5 9.6 5.8 0.2 
Sample _ 
Unselected 85.3 8.4 6.3 6.2 
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EAST LOTHIAN 




83.9 8.4 7.6 0.1 
Sample 
Unselected 82.7 9.2 8.1 3.4 
The level of deprivation payments is based on the postcodes of the patients registered 
with the practice. If our initial random selection had been fully accepted, we would 
have not been assured that, at practice level, the deprivation profile of the selected 
practices would have matched that of the unselected practices. More importantly at a 
patient level, we cannot assume that the patients actually consulting are 
representative in terms of deprivation payments of their respective practices. 
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Appendix 2 
Dermatological diagnostic codes 
1 Acne Vulgaris 
2 Acne Rosacea 
3 Eczema 
4 Psoriasis, palmoplantar psoriasis, pityriasis rubra pilaris 
5 Lichen planus 
6 Viral warts 
7 Seborrhoeic keratosis 
8 Benign pigmented naevi 
9 Other benign tumours 
10 Actinic keratosis 
11 Intra- epidermal carcinoma 
12 Basal cell carcinoma 
13 Squamous cell carcinoma 
14 Malignant melanoma 
15 Other malignant tumours 
16 Infection 
17 Infestation 
18 Reactive drug eruption, erythema multiforme, photosensitivity 
19 Urticaria 
20 Immunobullous skin disorders 
21 Connective tissue disorders 
22 Genodermatoses 
23 Hair disorders 
24 Nail disorders 
25 Venous /Arterial disease including ulcers 
26 Miscellaneous 







Date of Birth: I 












Sex: I Diagnosis: 




















Duration of treatment (weeks): 
Reason for Referral: 












Antiscabetic !Topical Antiviral 
Salicylic acid 
Retinoids 























Additional Primary Care treatment possible: 
Referral by GP: 
Referral recommended by Consultant: 
Treatment: I 
Comments on treatment: 




Information recorded by consultant from recurrent attendees 
Consultant diagnosis 
Treatment assessment e.g. appropriate, sub -optimal 
Other possible primary care options Y/N 
Hospital referral appropriate Y/N 
If yes, was it initiated by GP? Y/N 
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GP Information Leaflet (March 2004) 
During the past twenty years pressures on dermatology services have increased 
across the UK with consequential increase in waiting times for many patients to 
attend for a specialist opinion. 
In the south east of Scotland we have recorded a steady rise of 3% annum in referrals 
to our department between 1980 and 2000 and an increase in routine outpatient 
waiting times between 5 and 8 fold. 
Demands on primary care physicians have also increased with fewer hospital beds, 
early transfer of patients back from secondary care and of course increasing 
bureaucratic demands. 
What then should be our strategy for meeting this demand? 
Expansion in consultant numbers has occurred but that has not solved the problem; 
across the UK 10% of consultant posts remain unfilled. The service can no longer 
rely on using trainees as work -horses, and indeed it is inappropriate to expect this to 
happen at the same time as providing acceptable standards of training and 
supervision. 
The aims of this study are to define the burden of dermatology in general practice 
including the proportion of all patients seen over a two -week frame who present with 
a dermatology problem. We do not wish to interfere with the normal process of 
consultations and all we ask is to put a mark on your practice sheet if you see a 
patients who consults with a dermatology problem. 
An independent researcher (Dr Olga Kerr, Specialist Registrar in Dermatology) will 
extract information about their dermatological problem from their case notes about 
the diagnosis, treatment and total number of visits for that problem over a one year 
period. 
Any patient attending on 3 or more occasions will be offered an appointment with a 
consultant dermatologist, Dr Claire Benton, who will assess if there are any other 
options either in primary care or secondary care for that patient. All such information 
will be transmitted back to you as their main medical carer. 
All patients and doctors will be coded for anonymity. 
We thank you for your participation in the study. 
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Appendix 6 
Patient consent form 
University Hospitals Division 
Name 




I am willing to having my medical records examined by a researcher ( hospital 
doctor) 
I understand that any information extracted from my records would be entirely 
confidential and that this information is used strictly for recording numbers of 
patients affected by individual diseases. It would not have any implications for me as 
a patient. 
I consent to have my medical records examined by a hospital doctor. 
Signature Date 
Please give this from to your GP when you see him/her 
Many thanks for your participation 
GP to complete 
Cutaneous problem dealt with in consultation? Yes/No 
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Appendix 7 
Patient information leaflet and consent forms for adult recurrent attendees 
Dr A G Reid & Partners 
265 Portobello High Street 
Edinburgh 
EH15 2AW 
The practice has participated in a study with the local dermatology department 
studying skin problems in general practice. 
You have been identified during this study as you have consulted the practice on 
several occasions this year with a skin problem. We would like to take this 
opportunity to invite you to an appointment with a consultant dermatologist who may 
be able to offer your GP further advice with regards to your dermatology problem. 
Please note that if you have already been referred to dermatology the consultant 
would still be interested in seeing you. 
Please find enclosed a patient information leaflet which outlines the study in more 
detail and a patient consent form which you should bring with you signed on the day 
of your appointment. 
We wish to be as flexible as possible and could offer the following appointments. 
The appointment will last for approx 15 mins. 
Wed 11th Aug pm 3 -5 pm or Thurs 12th Aug 9 -5pm. 
Please confirm with Dr Olga Kerr (Specialist Registrar Dermatology) what time 
would be suitable for you 
Tel 0131 5362026 
If neither of these times are suitable but you would still like the opportunity to see 
the consultant please phone and we will try and accommodate you. 
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PLEASE NOTE THESE APPOINTMENTS WILL BE IN YOUR OWN GPS 
SURGERY 
Yours sincerely 
Patient information leaflet 
We are conducting a joint study between General Practitioners and hospital -based 
dermatologists in Edinburgh and the Lothian region. The aims of this study are to 
assess what proportion of time your General Practitioner actually spends seeing 
patients with skin disorders and whether there are any ways of improving access to 
the most appropriate dermatology care for patients like yourself. 
You have been selected to participate as you have consulted your GP on a number of 
occasions over the past year about a skin complaint. We would therefore like to 
invite you to take part in this study. If you decide not to, or should you change your 
mind at any stage, this will not affect the treatment you receive from you own 
General Practitioner. 
You will be invited to attend for an appointment in your General Practitioner's 
surgery with a consultant dermatologist who will assess your skin condition, and if 
necessary, give advice or suggestions to your GP who will of course remain in 
charge of your treatment and prescriptions at all times. 
All details of your problems will remain entirely confidential at all times and any 
information recorded will be strictly coded so that you cannot be identified. 
Any concerns or complaints you might have about your management or treatment in 
relation to this study would continue to be dealt with through the normal mechanism 
for NHS complaints. 
As a result of this data collection we hope to be in a better position to plan 
improvements to the dermatology service in Edinburgh and the Lothian region. 
Please take time to consider whether or not you wish to participate in this study 
which has been approved by the local Ethics committee and is funded by NHS 
Lothian. 
The researchers are 
Dr Olga Kerr, Specialist Registrar in Dermatology, Edinburgh Royal Infirmary 
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Dr E. Claire Benton, Consultant Dermatologist, Edinburgh Royal Infirmary 
(01315362411) 
Dr Michael J Tidman Consultant Dermatologist, Edinburgh Royal Infirmary 
Independent Advisor: Dr R D Aldridge, Clinical Director for Dermatology. 
Edinburgh Royal Infirmary 
UNIVERSITY HOSPITALS DIVISION NHS LOTHIAN 
PATIENT CONSENT FORM 
Name 
Date of birth 
Contact telephone number 
Address 
I have read the information leaflet and understand the purpose of this study Yes/No 
I have had all my questions satisfactorily answered by Dr Yes/No 
I am aware that I may refuse to participate and I will not be disadvantaged in any 
way if I decided at any stage during the study that I no longer wish to continue 
Yes/No 
I am willing to participate and would like to take up the offer of an appointment to 






Patient information and consent forms for children or patients with a disability 
We are conducting a joint study between General Practitioners and hospital -based 
dermatologists in Edinburgh and the Lothian region. The aims of this study are to 
assess what proportion of time your General Practitioner actually spends on seeing 
patients with skin disorders and whether there are any ways of improving access to 
the most appropriate dermatology care for patients such as your child. 
Your child has been selected to participate as he /she has consulted your GP on a 
number of occasions over the past year about a skin complaint. We would therefore 
like to invite your child to take part in this study. If you decide not to participate, or 
should you change your mind at any stage, this will not affect the treatment your 
child receive from you own General Practitioner. 
You will be invited to attend for an appointment with your son /daughter in your 
General Practitioner's surgery with a consultant dermatologist who will assess their 
skin condition, and if necessary, give advice or suggestions to your GP who will of 
course remain in charge of treatment and prescriptions at all times. 
All details of your child's skin problems will remain entirely confidential at all times 
and any information recorded will be strictly coded so that they cannot be identified. 
Any concerns or complaints you might have about their management or treatment in 
relation to this study would continue to be dealt with through the normal mechanism 
for NHS complaints. 
As a result of this data collection we hope to be in a better position to plan 
improvements to the dermatology service in Edinburgh and the Lothian region. 
Please take time to consider whether or not you wish your child to participate in this 
study which has been approved by the local Ethics committee and is funded by NHS 
Lothian. 
The researchers are 
Dr Olga Kerr, Specialist Registrar in Dermatology, Edinburgh Royal Infirmary 
Dr E. Claire Benton, Consultant Dermatologist, Edinburgh Royal Infirmary 
(01315362411) 
Dr Michael J Tidman Consultant Dermatologist, Edinburgh Royal Infirmary 
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Independent Advisor: Dr R D Aldridge, Clinical Director for Dermatology, 
Edinburgh Royal Infirmary 
PATIENT CONSENT FORM 
(Child or patient with disability) 
Name Address 
Date of birth 
I have read the information leaflet provided and understand the purpose of this study 
I have had all my questions answered by Dr Yes/No 
I am aware that I may refuse to allow my child to participate and he /she will not be 
disadvantaged in any way of he /she decides at any stage during the study that they no 
longer wish to continue Yes/No 
I agree to allow my child to participate and would like to take up the offer of an 
appointment to see a consultant dermatologist at their General Practitioners' surgery 
Yes/No 
Signature of parent or guardian 
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Appendix 9 
Table part 1: 

















workload % 16 11 8.2 3 7.2 10.4 18.8 
F M 1.2 0.9 0.7 1.75 1.6 1 3 
Eczema 24.7 17 43.9 0 41.7 10.7 8.3 
Infection 21.2 25 12.2 18.2 8.3 25.3 50 
Miscellaneous 9.1 9.1 7.3 9.1 8.3 1.3 0 
Viral warts 8.4 4.5 0 0 12.5 5.3 0 
No diagnosis 7.3 10.2 2.4 18.2 8.3 16 8.3 
Acne vulgaris 6 5.7 2.4 0 0 8 16.7 
Benign tumours 5.4 4.5 4.9 9.1 4.2 8 0 
Acne rosacea 3 0 2.4 0 4.2 0 0 
Actinic keratosis 3 3.4 0 9.1 4.2 2.7 0 
Psoriasis 2.4 9.1 7.3 0 4.2 0.027 8.3 
Urticaria 2.4 2.3 4.9 0 4.2 0 0 
Benign naevi 1.8 0 4.9 0 8.3 5.3 0 
Seborrhoeic 
keratosis 1.8 3.4 2.4 9.1 0 6.7 0 
Melanoma 1.2 2.3 0 0 0 0 0 
Squamous cell 
carcinoma 1.2 0 0 0 0 1.3 0 
Infestation 0.6 1.1 0 9.1 0 0 0 
Nail disorders 0.6 1.1 0 0 0 0 0 
Hair problems 0 1.1 0 0 0 1.3 0 
Intra- epidermal 
carcinoma 0 1.1 0 0 0 0 0 
Lichen planus 0 1.1 0 0 0 0 0 
Drug eruption 0 1.1 2.4 9.1 0 4 0 
Other malignant 
tumours 0 0 2.4 0 0 0 0 
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Table part 2: 














Dermatological workload % 4.4 5.8 13 6.7 3.7 4.6 
F M 0.83 1 1.5 2.1 1.3 0.7 
Eczema 34.4 42.9 24.7 13.5 38.5 18.2 
Infection 12.5 0.286 12.3 18.9 25.6 18.2 
Miscellaneous 6.3 0 4.9 10.8 12.8 0 
Viral warts 3.1 0 8.6 0 0 0 
No diagnosis 12.5 0 2.5 13.5 5.1 3 
Acne vulgaris 6.3 0 2.5 2.7 2.6 9.1 
Benign tumours 9.4 7.1 8.6 13.5 0 3 
Acne rosacea 0 0 0 0 0 3 
Actinic keratosis 3.1 0 1.2 2.7 0 3 
Psoriasis 0 0 8.6 5.4 0 9.1 
Urticaria 6.3 0 0 5.4 2.6 6.1 
Benign naevi 0 0 3.7 5.4 0 3 
Seborrhoeic keratosis 0 7.1 9.9 2.7 0 9.1 
Melanoma 0 0 0 0 0 
Squamous cell carcinoma 0 0 1.2 0 0 0 
Infestation 0 0 6.2 0 10.3 0 
Nail disorders 0 0 0 2.7 0 0 
Hair problems 3.1 0 2.5 0 0 3 
Infra- epidermal carcinoma 0 0 0 2.7 0 0 
Lichen planus 0 0 0 0 0 6.1 
Drug eruption 0 7.1 1.2 0 2.6 3 
Other malignant tumours 0 0 0 0 0 3 
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Appendix 10 Secondary care data form 
S.E.Scotland Dermatology Audit 2005 
please keep within the boxes, using a black pen, thank you. 
Q1 Date of clinic: /11 12005 
New or n Review patient 
IF NEW patient 
1. date of referral letter: 
D D M M Y Y Y Y 
2. Source: GP Other 

















Q3 Patient details (sticker): 
GP Diagnosis: 
Dr Diagnosis 






D M M Y Y Y Y 
Doctor's own code no. 
Q4 Reason for Referral 
cross one only 











Cl Discharge Cl Review (+ give reason in Q8) 
n Referral to other specialty ['Waiting List ward 
Please do not photocopy this form - 
phone 0131 -536 -2411 (Dr Benton's secretary) or 
Dr. Kerr 0131 -536 -2056 for more copies 
Survey . 826 
III III III 1 'III 
Serial : 1823 




excision nC &C 
other minor procedure 
cryo [dressings 
phototherapy 
if more than 1, enteras 1, 2, 3 etc 







Appendix 11 Codes for dermatological diagnosis 
Workload study 1st -30th November 2005 
1) Acne 
2) Actinic keratosis 
3) Basal cell carcinoma 
4) Connective tissue disorder (Discoid/ subacute Le, Jessners, morphoea, scleroderma, 
dermatomyositis, lichen sclerosus) 
5) Dermatitis atopic 
6) Dermatitis other 
7) Genodermatoses 
8) Hair disorders 
9) Immunobullous (DH, pemphigoid, pemphigus, pemphigoid gestationis) 
10) Infections (excluding viral warts, including fungal nails) 
11) Infestations 
12) Intra- epidermal carcinoma (Bowens) 
13) Lymphoma/MF /pseudolymphoma 
14) Malignant melanoma/lentigo maligna 
15) Miscellaneous including PLE and LP 
16) Nail disorders (excluding fungal infection) 
17) Other benign tumours 
18) Other malignant tumours 
19) Pigmented naevi 
20) Psoriasis/PPP /PRP 
21) Reactive (drug eruptions vasculitis, EM, Sweets, pyoderma gangrenosum, GVHD) 
22) Rosacea 
23) Seborrhoeic warts 
24) Squamous cell carcinoma 
25) Urticaria and angioedema 
26) Venous /arterial ulcers 
27) Viral warts 
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Appendix 12 
The curriculum document entitled "Skin Problems" is one on a series of curriculum 
statements produced by the RCGP for general practitioners in training. It describes 
the rationale for the curriculum statement and the learning outcomes. It also includes 
information about further reading and a section entitled "promoting learning about 
skin problems ". Within the section entitled "Learning Outcomes" are details of the 
required knowledge base and this is reproduced below. 
The knowledge base 
Symptoms: 
Key issues in the diagnosis of skin problems will be eliciting the appropriate signs 




A disorder of their nails 
Itch 
Pigmented skin lesions 
Signs of infection of the skin 
Bruising or purpura 
Lumps in and under the skin 
Photosensitivity and the red face 




Urticaria and vasculitis 
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 Acne and rosacea 
Infections (bacterial, viral, fungal) 
Infestations including scabies and head lice 
Leg ulcers and lymphoedema 
Skin tumours (benign and malignant) 
Disorders of hair and nails 
Drug eruptions 
Other less common conditions such as the bullous disorders, lichen planus, 
vitiligo, photosensitivity, pemphigus, discoid lupus, granuloma annulare and 
lichen sclerosus 
Investigations: 
Ability to take specimens for mycology from the skin, hair and nail 
Basic interpretation of histology reports 
Skin biopsy 
Treatment: 
Those commonly used in primary care (including an awareness of appropriate 
quantities and how to prescribe them) 
Principles of protective care (sun care, occupational health and hand care) 
An awareness of specialised treatments, such as retinoids, ciclosporin, 
phototherapy and Methotrexate 
The indications for, and the skills to perform, curettage, cautery and 
cryosurgery 
Emergency care: 
Acute treatment of people presenting with skin problems or symptoms 
thought to be due to skin problems and appropriate referral if necessary. 
Including: 
o Angioedema and anaphylaxis 
o Meningococcal sepsis 
o Disseminated herpes simplex 
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o Erythroderma 
o Pustular psoriasis 
o Severe nodulo- cystic acne 
o Toxic epidermal necrolysis 
o Stevens -Johnson syndrome 
o Necrotising fasciitis 
Prevention: 
This will involve the following risk factors; 
Sun exposure 
Fixed factors: family history and genetics 
Occupation and the care of hands 
Genetics: 
Describe how genetic factors influence the inheritance of common disease such as 

















(3) Type of practice 
Fund holding 
Non -fund holding 
(4) Does your practice provide minor dermatology surgery? 
Yes 
No 
(5) If so how often is this service available? 
1 session per week 
2 sessions per week 
Greater than this 
(6) Do you have access to liquid nitrogen? 
Yes 
No 





(8) Do you have specialist dermatology nurse in your practice/ 
Yes 
No 
POST GRADUATE TRAINING 
1) University attended as an undergraduate 
2) How long did you receive as an undergraduate studying dermatology? 
3) During which year was your dermatology attachment? 
4) What form did your dermatology attachment take e.g. were there 
structured lectures, clinical attachments 
5) Should undergraduate dermatology be part of the core curriculum? 
6) Have you received formal postgraduate training in dermatology e.g. 
Diploma, working as an SHO? 
7) Have you attended any study days in dermatology? If so detail? 
8) How important do you think a programme of teaching in dermatology 
for GPs is? 
Very important 
Important 
Not very important 
9) What has prevented you from pursuing postgraduate training in 
dermatology? 
Difficulty covering clinical commitments 
No interest in the subject 
Lack of suitable courses 
10) Have you attended the Skin Forum? 
11) How often have you attended this? 
12) Do you have any interest in dermatology? 






14) Do you have a partner in the practice with a dermatology interest or 
expertise? If so detail? 
15) Do you feel that having a partner in dermatology who has an interest 
has any effect on your referral rate? 
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Appendix 14 
GPS AND THEIR FACILITIES 
0 0 
1) M F Year of Birth 
2) How many GPs are there in your own practice? 
3) What type of a GP are you? 
GP Principal 
If a principal are you a Trainel 1 
4) Year of qualification from University? 
5) How many years have you worked in general practice? 
GP Trainee E1 
GP non- princiiLli 
6) Does your practice provide dermatological surgery? Yes n No I-I 






7) If minor surgery is available in your surgery how often is this service 
available? 
On an ad -hoc basis depending on patient load = 2 sessions per week 
1 session per week 0 Greater than this 0 
8) Do you have access to liquid nitrogen? Yes LJ No n 
9) If you had access to liquid nitrogen would you be prepared to use it if you 
I 
1 
No had the correct training? IY es 
If you answered no are there are any particular reasons if liquid nitrogen was 
available and there was correct training why you would still feel reluctant to use it 
e.g. inadequate ventilation in the surgery etc 
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10) Do you have any dermatology specialist clinics e.g. wart clinic? 
0 E 
11) Do you have a specialist dermatology nurse in your practice? Yes No 
12) Do you have access to a community nurse with specialist dermatology skills? 
Yes INo 
13) Do you have a partner in the practice with a dermatology interest or 
expertise? 
Yes No E 
14) Do you feel that having a partner with an interest in dermatology has any 
effect on your referral rate to secondary care? 
No Yes it increases our referrals n Yes it decreases our referrals 
15) Is there an internal system of referral to other GPs with a specialist 
dermatology interest? 
UNDERGRADUATE AND POSTGRADUATE TRAINING 
16) University attended as an undergraduate? 
17) What was the duration of your undergraduate dermatology course? 
18) During which year was your dermatology attachment? 
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19) What form did your dermatology attachment take e.g. were there, 
structured lectures 
clinical attachments 
a mixture of both 
20) Were there conflicting interests during your dermatology attachment which 
made it difficult for you to spend adequate time on the attachment e.g. special 
study modules competing for your time etc. 
21) Do you think that dermatology should be an;- 
(a) essential part of the medical core curriculum or 
(b) should be taught at post graduate level for those interested or 
(c) should be taught at undergraduate and postgraduate levels? 
22) Have you received formal postgraduate training in dermatology e.g. diploma, 
or working as a dermatology SHO 
23) Have you attended any study days or courses in dermatology? If so please 
provide details 
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24) What proportion of your workload do you think is made up of dermatology 
cases? 
<5% 10 -15% 




25) Do you think a programme of teaching in dermatology for GPs is 
Very important Important Not important 
If you think it is important at which stage of your training do you feel that this 
programme would be most useful? 
(24) Do you think post graduate training in dermatology is less important of 
equal importance or more important than post graduate training in the following 
specialities 
Obs and Gynae Psychiatry Rheumatology 
Paediatrics Ophthalmology ENT 
(25) What has prevented you from pursuing postgraduate training in 
dermatology? Tick as many options as you feel applicable stating from 1 -3 
which you feel is most important. State any other reasons you feel are important 
that are not listed 
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Difficulty covering clinical commitments Lack of suitable courses or 
training 
No interest in the subject Other reasons 
26) Have you attended the Stiefel skin forum? 
27) How often have you attended this? 
28) Do you have an interest in dermatology? 
29) Do you feel adept at managing dermatology conditions? 
Yes No Mostly Not usually 
Pigmented lesions 
Other skin lesions 
Psoriasis 
Eczema 
Infections & 
Blistering diseases 
Paediatric 
COMMENTS 
infestations 
dermatology 
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